Of Time and 


the Streptococcus... 


One injection a month 
for continuous year-round 
rheumatic-fever prophylaxis 


For patients who have had one or more attacks of rheumatic fever or 
definite evidence of rheumatic heart disease, continuous year-round 
prophylaxis is recommended.' Just one monthly injection of 1,200,000 
units of BICILLIN provides adequate penicillinemia to prevent rheu- 
matic recurrences. Convenient, economical, maintains patient-phy- 
sician contact. 


Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) 
PENICILLIN WITH A SURETY FACTOR 
Supplied: 1,200,000 units in TUBEX® sterile-needle unit (2 cc. size), pkgs. of 10; and 
in single-dose disposable syringes. 


1. American Heart Association: Committee on Prevention of Rheumatic Fever and 
Bacterial Endocarditis: Circulation 15:154 Uan.) 1957. 


Philadelphia 1, Pa. 
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Over 100 investigators in 15 countries have clinically demonstrated 
that ‘““Mysoline”—alone or in combination with other anticonvulsants 
— effectively controls grand mal and psychomotor attacks with a high 
degree of safety. No irreversible toxic effects have been reported. 
This is now supported by three years of successful clinical use in the 
United States. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


Cor) AYERST LABORATORIES + NEW YORK, N.Y. +* MONTREAL, CANADA 


“‘Mysoline” is available in the United States by 
$767 arrangement with Imperial Chemical industries Ltd. 
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JUST OFF THE PRESS! 


Sixth Edition (1958) 
of the 


Directory of 
Public Health Statisticians 


This brand new edition lists the names of 
1,322 public health statisticians and, in 
addition, gives job titles, degrees, agency 
or company affiliation and addresses. 


It is a book made to be useful to not only 
the statistician, but also to agencies and 
health departments. Get your copy now 
through the APHA Book Service. For the 
small cost of $1.00 a copy to Members on 
prepaid orders, and $1.50 a copy to non- 
members, you may have the latest “who's 
who” of the statisticians in public health. 


AMERICAN PUBLIC HEALTH 
ASSOCIATION 
1790 BROADWAY NEW YORK 19, N. Y. 


HEALTH 
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OLIVER E. BYRD, M.D. 
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Now that you are confronted with the immediate need to take prompt 


and positive action to combat cross infections in hospitals, 


may we help you? Here are three ways we can - 


1) If you are helping the hospital set up a standing 
committee to study the problem, we can supply 
supplementary information to aid in analyzing the 
problem. 


If you are working with the committee in identifying 
trouble spots and establishing methods for stopping 
outbreaks and reducing incidence, we can suggest 
hospital-tested disinfection technics for each area 
of the hospital. 


If you are recommending control procedures and 
overseeing their observance, we can provide practical 
methods for increasing disinfection procedures without 
creating a financial burden for the hospital. 


(Our new detergent-disinfectant, called TERGISYL,;” 

is an important weapon here. It has all the proven 
germicidal effectiveness of the phenolics plus greater 
detergency than many cleaning products used alone. 
Comparative time studies show that TERGISYL™ 

reduces the man-time required for washing and 
disinfecting floors by 47%.) 


Please call on us. Product literature and samples are available, 


as well as the assistance of our technical staff, if you wish. 


Professional Division 
LEHN & FINK PRODUCTS CORPORATION 
445 Park Avenue, New York 22, N. Y. 
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| ‘orthalimentation 
of infants 


ORTHALIMENTATION*=Correct Nourishment-in quantity, quality and balance 


In a period when medical progress has made hypoalimen- 
tation an academic formulation rather than a real problem, 
the interest of those concerned with correct infant feeding 
is directed more toward the excesses of hyperalimentation. 
The clinical objective of orthalimentation is to achieve a 
balance between either extreme by the introduction of 
correct nutrients into the infant’s alimentary tract. In 
practical terms for artificial infant feeding, this means 
a feeding which, in both content and clinical benefits, is 
the closest possible equivalent to human milk. 

SIMILAC meets these clinical criteria in content and bal- 
ance of protein, fat, carbohydrate and vitamins, and in 
minimizing complications in infant feeding. 


SIMILAC 


*ORTH ('Opéos) ALIMENTATION is the subject 01 a monograph 
wo" Se issued by Ross Laboratories, which is available to you on request. 


ROSS LABORATORIES, Columbus 16, Ohio 
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A new way to stretch the 
public health dollar... 


Up to 90% of the cost of insulin injections, given by a 
public health nurse in the patient's home, is saved when 
the diabetic patient is switched to Orinase. In one 
large city, the cost of injections per welfare patient 
is $2.75 daily, including both the cost of insulin and 
of the nurse who injects it. With Orinase, the total 
cost can be reduced to 20¢ or 25¢ a day. 


Whenever therapeutic trial is warranted (80% of aged, 
debilitated, and generally obese diabetics usually 
respond), Orinase offers physicians excellent control of 
the patient, and better control of the public health dollar. 


RADEMARK, MEG. U.S. PAT. OFF.—TOLBUTAMIDE, UPJOHN 
\ 


| Upjohn fi UPJOHN COMPANY, Kalamazoo, Michigan 
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An instrument for every delivery speed 


with built-in accuracy, long life 


Now KIMBLE OFFERS a wide range of 
pipets from the largest to the smallest 
. .. from tips with big openings to the 
smallest, most delicate tips. Made from 
KG-33 “hard” glass, they add the 
ruggedness of borosilicate glass to the 
craftsmanship and accuracy that have 
long characterized Kimble laboratory 
glassware. 

Krmax pipets are tested and indi- 
vidually re-inspected for accuracy. 
Markings are durable and easy to read. 


Tips are ground to resist chipping and 
tip openings gauged for correct deliv- 
ery speeds. 

Consult your Kimble catalog or see 
your Kimble dealer for the complete 
line of pipets and other laboratory glass- 
ware. He may help you qualify for 
quantity discounts. 

Kimble Glass Company, your most 
complete source for laboratory glass- 
ware, is a subsidiary of Owens-Illinois, 
Toledo 1, Ohio. 
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LARGE TIP OPENING PIPET 
Calibrated to deliver. For use with vis- 
cous liquids and suspensions. Ideal for 
rapid work of medium accuracy. Tip 
openings of 1 and 2ml sizes are slightly 
smaller than bore of graduated portion. 
Openings of 5, 10 and 25ml sizes are 
approximately 3 mm. 


MICRO PIPET 

Designed for insertion to the bottom 
of all 10 and 25ml volumetric flasks. 
Held to our published volumetric tol- 
erances. Delivery ends polished for 
small drop delivery. May be used with 
syringes. Available in capacities from 
2 to 500 lambdas. 


KIMAX is available through dealers in the United States, Canada and principal foreign cities, 


KIMBLE LABORATORY GLASSWARE 


AN (I) propucr 
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International Sealed Accessories are now being a 
used for centrifuging TB sputum, fungi and a7} 
other infectious materials without risk of Nad 
contaminating centrifuge and surrounding air. uf af “ty 
New, enlarged line includes cushioned tthe 
Duralumin cups and stainless steel shields ‘Es 
with air-tight screw-on covers for holding all fa? pigs, 
standard centrifuge bottles and tubes. Bl 
What is your special centrifuging problem? vif 
International, with its problem-solving experience since 1901, has 
created new Centrifuges and Accessories for better, faster and safer 
performance. Designed with operational safety a foremost considera- 
“A tion, each Centrifuge and each piece of accessory equipment bears the : Sir sa 
IEC seal of quality and is carefully overload tested. 
There is no finer combination than genuine International accessories 
International (920) Equipment Co. 
1202 SOLDIERS FIELD ROAD, BOSTON 35, MASS., STadium 2-7900 cat ary 
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SAFE 


for use in 


Class I, Group D locations! 


INTERNATIONAL 
EXPLOSION-PROOF CENTRIFUGE 


4 Listed by Underwriters’ Laboratories and 
the Canadian Standards Association, this 
Size 2 Model EXD Centrifuge has explosion- 
{ proof % hp motor, control housing and 
electrical fittings. So, it’s safe for use in all 
Class 1 Group D atmospheres. This model 
accommodates all heads and other accessories 
used in the International Size 2 Centrifuge 
and with corresponding speeds and forces. 


for centrifuging 
SA t E infectious materials! 
INTERNATIONAL 
SEALED ACCESSORIES 


Developed for the U.S. Army Biological 
Warfare Laboratories, Fort Detrick, 


International — your dependable source for centrifugal force 
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The Taste says, Yes / 


BICILLIN’ READY | 
SUSPENSION READY TO USE! 


Benzathine Penicillin G, Wyeth (Dibenzylethylenediamine Dipenicillin G) 


A Superior Oral Penicillin for Children Wigeth 
® 


SUPPLIED: Cherry flavor— 300,000 units per 5-cc. tsp., bottles of 2 fi. oz. 
Custard flavor— 150,000 units per 5-cc. tsp., bottles of 2 fl. oz. Philadelphia 1, Pa, 


on 
This advertisement con- 
forms to the Code far 
Advertising of the Physi- 
cians’ Council for intor- 
mation Op Chiid Health. 
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In the Chemotherapy of 
TUBERCULOSIS... 


PARASAL 


(Sustained Action Para Aminggalieylie Aeid, 1.0Gm.,‘Panray’) 


& 


Write for 
samples, literature, 
complete information 


idl CORP. | 266 S. Dean Street * Englewood, New Jersey 


Po 
© Sole Canadian Distributors: Winley-Morris Co., 6579 Somerled Ave., Montreal 29, P. Q. 
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In evaluating foods for caries-producing 
potential... the key question is: 


Mot How 


ng 


Recent dental research reveals the importance of the time factor. How /ong are 
foodstuffs retained in the mouth? This is the critical question—and not, as long 
supposed, the quantity of acid-producing carbohydrates consumed. 


Dental research':?.- now makes it apparent that liquids, precisely because they 
pass quickly through the mouth, and leave only minimal residue on gums or 
teeth, provide little opportunity for harmful action by enzymes present. Explic- 
itly, soft drinks are found to have virtually no relationship to oral conditions 
involved in the acidogenic theory, and may be fully enjoyed. Their taste appeal 
encourages needed liquid intake. They provide quick energy pickup and ready 
refreshment, which is their primary purpose. 


1 Shaw, Jas. H., Caries-producing Factors: A Decade of Dental 
Research, J. Am. Dent. A., 55:785 (Dec.) 1957. 

2 Ludwig, T. G., and Bibby, B. G., Acid Production from Different 
Carbohydrate Foods in Plaque and Saliva; Further Observations 
Upon the Caries-Producing Potentialities of Various Foodstuffs, 
J. Dent. Research, 36:56 (Feb.) 1957. 

3 Bibby, B. G., Effect of Sugar Content of Foodstuffs on Their Caries- 
Producing Potentialities, J. Am. Dent. A., 5/:293 (Sept.) 1955. 


American Bottlers of Carbonated Beverages 
Washington 6, D. C. 
The National Association of the Soft Drink Industry 
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PROGRESS IN SERODIAGNOSIS OF SYPHILIS 


The usefulness of any diagnostic procedure is measured by two values—specificity and sensitivity. 
Serologic tests for syphilis (Kahn, Kline, Mazzini, VDRL, Kolmer, Wasserman) use nonspecific anti- 
gens, that is, antigens not derived from the causative organism, Treponema pallidum. Therefore they 
lack the specificity and sensitivity necessary to be diagnostically reliable. False-positive reactions are 
sometimes obtained with nonsyphilitic serums, and they may also err on the negative side. 


In 1951, the first definitive test using live Treponema pallidum, the Treponema Pallidum Immobili- 
zation (TPI) test, was developed. The Treponema Pallidum Immune Adherence (TPIA), Treponema 
Pallidum Agglutination (TPA) and Treponema Pallidum Complement Fixation (TPCF) tests fol- 
lowed. These treponemal tests are sensitive and highly specific, almost eliminating false-positive 
reactions. 

However, there are disadvantages. Preparation of antigen is difficult and very costly — Treponema 
pallidum can be grown appreciably only in living tissue. Treponemal tests are time-consuming and 
difficult to perform. In addition, preparation of antigen involves risk of infection with a virulent 
organism. Therefore, treponemal tests are performed only in specialized laboratories. 


THE RPCF—A NOTABLE ACHIEVEMENT 


In 1957, Cannefax and Garson* developed the Reiter Protein Complement Fixation (RPCF) test 
based on work first reported in 1929 using the Reiter strain of treponemes. This strain is nonvirulent, 
and it can be grown in vitro. The antigen used is a protein fraction derived from the killed organism. 
In this initial study, the RPCF test had a relative specificity of 98.86 per cent when compared with 
the TPI and TPCF tests. The RPCF and TPCF showed a similar sensitivity, Subsequent studies 
substantiated these findings, showing similar agreement in both sensitivity and specificity between 
the RPCF and the other treponemal tests. 
*Cannefax, G. R., and Garson, W.: Pub. Health Rep. 72:335, 1957. 
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TPIA, TPA and tests 


RPCF Antiven, Cappel, is stab 
nitely when refrigerated in unopened vials 


BALTIMORE BIOLOGICAL LABORATORY, INC. 
BALTIMORE 18, MARYLAND 
OF BECTON, DICKINSON ANDO COMP 
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“The 
With The Lily Plan 
draws a conclusion 


Result: A FREE film strip 
on the ABC’s of kitchen sanitation 


This film—praised by health authorities — helps 
your food service personnel do a cleaner, more 
efficient job. 


From his team of experts, The Man With The 

Lily* Plan draws facts, draws information, 

draws conclusions. Only then — when he’s 

thoroughly familiar with your problem—does 

he draw up plans for a solution. This kind of 

thoroughness leads to such widely acciaimed 

business aids as Lily’s film strip for food 

managers, waitresses and kitchen help. 
This four-color film, accompanied by 

a suggested script, takes viewers step by 

step through pre-rinsing, scraping, wash- 

ing, chemical sanitizing, drying ard stor- 


age. It tells the complete story for both hand 
and machine-washing of glassware, china and 
silverware. 
Advantages of paper service 
The second part of the film shows how paper 
service saves time, speeds work, eliminates 
messy clean-up, and promotes sanitation. 
Film is completely educational and contains 
no commercial for Lily. 
This strip can be shown on any 35mm 
film strip projector. For film and script 
(no obligation) write: Lily-Tulip Cup 
Corp., Dept. PH-78, 122 E. 42 St., N.Y. 
17,N.Y. *T.M. Reg. U.S. Pat. Off. 
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shampoo 


ERADICATES 
PEDICULOSIS ano rusis 
IN 4 MINUTES 


“A single shampooing sufficed 
to eradicate infestation... in 


all cases...ina few minutes." 
Gardner, J.: J. Pediat. 52:448 (Apr.) 1958. 


SUPPLIED: KWELL Shampoo: 
bottles of 2 & 16 fil. oz. 


GAMMA BENZENE HEXACHLORIDE 1% 


cream & 
lotion 


IN SCABIES, 
CHIGGERS AND 
PEDICULOSIS 


95% to 100% effective in 1 
treatment — acts fast — non- 
irritating — nonstaining. @ 
SUPPLIED: KWELL Cream: 
jars of 2 oz. & 1 Ib.—KWELL 
Lotion: bottles of 2 & 16 fl. oz. 


uf’ REED & CARNRICK / Jersey City 6, New Jersey 
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Fats act as carriers for the fat-soluble vitamins 
A, D, E and K. These vitamins are associated 
with the fat portion of foods . . . and are ab- 
sorbed by the body dissolved in fat. 

Vitamin A is found only in animal fats . . . 
milkfat . . . egg fat . . . and fish liver oils. How- 
ever, the body can form this vitamin from 
carotenes present in plant foods. There is great 
variability in degree to which carotenes from 
different foods are utilized by the body. This 
vitamin is needed for normal growth of soft 
tissues, bone and teeth . . . for vision . . . and 
for maintenance of healthy skin and epithelial 
membranes throughout the body. 

Vitamin D is found in large quantities in fish 
liver oils but is naturally present in only small 
amounts in animal and plant food fats. It is 
formed in the skin under action of direct ultra 
violet rays from sun or lamp. 


| 


Vitamin D is needed for normal calcification 
of bone and teeth . . . appears to influence cal- 
cium absorption and excretion . . . and to have 
functional relationship to parathyroid glands. 

Vitamin E . . . found sparingly in animal fats 
and generously in vegetables oils . . . serves as a 
guardian of fats in nature . . . protecting “poly- 
unsaturated essential” fatty acids, vitamin A 
and carotenes from destruction by oxidation. 
Animal experiments demonstrate vitamin E is 
necessary for reproduction . . . and for main- 
tenance of normal muscle fibers. 

Vitamin K .. . found mainly in plant fats and 
oils but also in animal fats . . . is necessary for 
the normal clotting of blood. 

Fats, as present in foods and as used in 
meal preparation, contribute to the pleasure of 
eating ...and provide essential fat-soluble 
vitamins. 


Since 1915 . . . promoting better health through nutrition research, education 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


THIS ADVERTISEMENT IS ONE OF A SERIES. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


iS) 111 N. Canal St. + Chicago 6, Ill. 


REPRINTS ARE AVAILABLE UPON REQUEST. 
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NEW 


MEDICAL & LABORATORY 


MICROSCOPE rn 


Leitz sets a new standard in introducing this 
general purpose microscope for student and 
laboratory use. The SM model embodies the 
advances of design and craftsmanship that only 
100 years of microscope experience can provide. 
It combines solid construction and operational 
ease with true accuracy and precision. The 
Leitz MEDICAL & LABORATORY MICROSCOPE SM 
is the ideal microscope for the laboratory. 
Among its outstanding features are: 


© Famous Leitz ball-bearing, single knob, dual 
focusing control, combines fine and coarse 
focusing 
¢ Handsome design, solid and dependable 
construction 
¢ Flat-surfaced stand of corrosion-resistant light 
alloy 
¢ May be used turned away from observer for 
easy accessibility to slide 
* Instant-locking device changes tubes (inclined 
or straight monocular or binocular) in a one-step 
operation 
A TYPICAL COMBINATION OF ACCESSORIES * Variety of object stages to choose from 
MEDICAL & LABORATORY MICROSCOPE $M, with * Removable mirror interchanges with attach- 
inclined monocular tube, mechanical stage; two-lens 
oble illuminators 


condenser with swing-out upper element and iris 


diaphragm; quadruple nosepiece; mirror and fork; iah- 
of * Retractable spring-loaded mounts on high 
achromats 3.5x, 10x, 45x, and 100x—oil 6x and powered objectives provide positive protection 


10x eyepieces 
was against damage to slide or front lens. 


| E. Leitz, Inc., Dept. PH-7 1 
468 Fourth Avenue, New York 16, N.Y. 
Please send me additional information on 
the SM Microscope 


NAME 


srreer 


STATE 


E.LEITZ, Inc., 468 FOURTH AVENUE, NEW YORK 16, N.Y. 
Distributors of the wortd-famous products of 
Ernst Leitz G.m.b.H.,Wetzlar, Germany-—Ernst Leitz Canada Ltd. 
LEICA CAMERAS + LENSES + MICROSCOPES : BINOCULARS 
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In every step of its manufacturing, 


RoccaL is laboratory controlled . . . 
prepared with utmost precision under 
rigid specifications. For ROCCAL, the 
nation’s first and foremost quaternary 
ammonium germicide, is a product of 
one of the world’s leading pharmaceu- 
tical manufacturers. 

Triple-checked to insure uniformity, 
potency and quality, ROCCAL is initially 
tested at the manufacturing level. Then 
a sample of each batch of ROCCAL must 
pass a comprehensive examination at 
Sterwin’s Control Laboratories at Rens- 
selaer, New York. A third and final test 


is made when the product is bottled. 

Many public health and sanitation offi- 
cials throughout the country recognize 
ROCCAL as the “standard” quaternary 
ammonium germicide. In restaurants, 
taverns, soda fountains, schools, dairies, 
hotels, food processing and packing 
plants, institutions— wherever a reliable 
germicide is required—ROcCAL can be 
depended upon to do a better sanitizing 
job every time. 

In recommended dilutions, ROCCAL 
is a potent bactericide: stable, tasteless, 
odorless, stainless, non-irritating, non- 
corrosive, non-poisonous. 


HIGH HARD WATER TOLERANCE 


In recommended use dilutions, ROCCAL without sequestrants is effective 
in waters up to 550 ppm of hardness when tested by the official procedure. 


Further technical information on 


/ 
RoccAL and samples will be | 
gladly provided on request... 


Subsidiary of Sterling Drug Inc. 


1450 Broadway, New York 18, N. Y. 
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OWD Ritespoons squarely and 


completely meet all the sanitary 
and use requirements for an 
eating utensil used in public 
food service. They solve rather 
than create problems for Public 
Health Authority. They are 
available from local dealers 
everywhere. Any operator large 
or small can afford to serve 
them. Thousands of fountains, 
drive-ins, snack bars and 
restaurants all over America 
are using them to provide the 
full utility of metal ware and 
complete sanitation in a 
single use utensil. Write— 

on your letterhead—for 
samples, data. 


1 -1T CANNOT BE RE-USED—There is no way by which an 
OWD Ritespoon can be restored to its original appearance or 
made to look clean after a single use. One person only ever 
uses it. 

PROTECTIVE PACKAGING AVOIDS CONTAMINATION 
—Only OWD Ritespoons are nested—not dumped—in carton. 
They protect each other avoiding contamination in dispensing 
and storage. Scientific tests show that OWD Ritespoon is the 
cleanest of all single use spoons examined.* 

3 - SMOOTH—NO CUTTING EDGES—No splinters nor sharp 
edges on an OWD Ritespoon to scratch mouth membranes. 
4-STRONG, COMPLETELY SERVICEABLE—OWD Rite- 
spoons are strong and rigid. Pieces do not break off to be 
ingested with food. They provide complete utility of metal 
ware. 

5-FOR TOTAL SANITATION—OWD Ritespoons are avail- 
able, individually sealed at the factory in sanitary paper 
wrappers, plain and printed. 

6- NATURALLY PURE—The only spoon made of selected 
hard wood fastiioned in the “true shape of table silver.” 


*William T. inqrasy—tanemigntion of sanitary aspects of 
single- service spoons 1955-56. 


Ovel Wood Dish Corporation, Dept. H 
Tupper Loke, New York 
Groybor tide, 0 New York City 17 © 506 So. Wobash Ave., Chicago 5, illl. 
Ovel Wood Dish Compony of Canada, Utd. 


industrial Center No. 5, Q., Canoda 
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a When you plan your new facilities, include W & T Equip- 
; ment, both Chlorinators and Dry Chemical Feeders. 


this is where we plan to put 
the W&T Dry Chemical Feeders.” 


When you plan your new plant or the expansion of your present one, 
be sure to plan a place for W&T Dry Chemical Feeders as well as 
Chlorinators. W &T Feeders are used for every type of dry feeding 
problem found in water and sewage treatment plants. 

W&T makes both volumetric (volume measurement) and gravi- 
metric (weight measurement) feeders. There is a feeder for any size 
job, from small equipment to measure out ounces, to accurate giants 
capable of handling thousands of pounds per minute. 

To find out more about W & T Dry Chemical Feeders, write for bul- 
letin S-124. Or let us know the type of feeder problem you have, so we 
may send publications describing the W & T equipment best suited for 
your job. 


W WALLACE & TIERNAN INCORPORATED 


25 MAIN STREET. BELLEVILLE 9,NEW JERSEY 
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Interpersonal relations institutes have been used for about a decade 
to help public health workers to understand themselves and their 


relations to others. 


them be more effective in their work. Are they? 
one attempt to arrive at an answer. 


It is postulated that these efforts will help 


Here is 


THE INTERPERSONAL RELATIONS INSTITUTE IN 
MENTAL HEALTH EDUCATION—METHOD 


AND EVALUATION 


Hyman M. Forstenzer, M.S. in Ed., F.A.P.H.A.:; 


Joseph J. Downing, M.D. 


INCE 1950, the Departments of Health 
S and Mental Hygiene in New York 
State have jointly conducted eleven in- 
terpersonal relations institutes for public 
health personnel. In time spent by par- 
ticipants, faculty members and staff, and 
in actual dollar outlay, these institutes 
have been costly. Nevertheless appro- 
priations have been made annually with- 
out objection from state fiscal authorities 
and there has been no lessening of in- 
terest or drop in demand. The institutes 
have been highly satisfying to sponsors, 
staff, participants, and faculty. Like 
many other mental health program ac- 
tivities, popularity has been sufficient to 
offset lack of definitive evaluation and 
to justify continuance. 
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Dorine Loso, R.N.; and 


Despite their popularity, it is unlikely 
that the institutes would have been con- 
tinued if the premises on which they are 
based were not so strongly held and 
widely accepted. Briefly stated these 
are: 


While treatment of mental illness is the 
responsibility of psychiatry and related clini- 
cal disciplines, the prevention of mental ill- 
ness and promotion of mental health are 
responsibilities shared by all the helping 
professions. 

In primary prevention, some notable suc- 
cesses have been achieved with several mental 
illnesses with organic causes which are pre- 
ventable. Although no such clear results have 
been achieved in the area of psychological 
causation, there does exist a set of hypotheses 
for mental health which can be applied by the 
service professions in efforts to prevent mental 
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illness and which can also be helpful to them 
in their interpersonal relations.* 

Public health organizations are in a key 
position in relation to both the physical and 
the psychological environment to help in the 
prevention of mental disorders and the promo- 
*ion of mental health.* 

Public health workers need an understand- 
ing of their clients, of themselves and of the 
significance of their activities for individual 
people. They need such understanding and 
human relations skills for all preventive work, 
whether it be directed toward mental or physi- 
cal illness, since many public health programs 
fail or succeed because of the way in which 
people participate in or resist them.* 


Starting with the 1948 Berkeley In- 
stitute as a model, New York State 
gradually developed an institute pattern 
markedly different in procedures and 
technics. The specific objective remains 
the same—namely, to provide state and 
local public health personnel with an 
opportunity to explore with a group of 
psychiatrists the mental health implica- 
tions of public health programs and the 
significance for these programs of inter- 
personal relationships within health de- 
partment staffs and between staff and 
individuals receiving health services. A 
study of the Berkeley Institute report ® 
and discussion with several psychiatrists 
who served as faculty at that institute 
led to some initial changes in length of 
time and composition of the participat- 
ing public health group. Other changes 
were made as experience accumulated 
with this type of institute. This paper de- 
scribes the pattern which emerged after 
four institutes, and which has now been 
used seven times with public health per- 
sonnel and once with public welfare 
workers. 

Participation in the institute is on a 
voluntary basis with invitations issued 
by the State Health Department through 
its director of professional training. The 
invitation indicates clearly that the pro- 
gram has the full support and interest 
of the state commissioner of health. It 
also indicates that the sponsors prefer 
team to individual representation from 


public health units. In addition to the 
health officer, a local health unit can 
send a supervising nurse, sanitarian. 
health educator, nutritionist, or other 
staff member with administrative and /or 
supervisory responsibilities. Team rep- 
resentation is favored because we believe 
that the effect on an organization of a 
learning experience shared by two or 
more of its members is greater and more 
lasting than when the experience is 
carried back by one individual. We try 
to limit the number of participants to 
twenty-five. In practice, sufficient in- 
vitations are sent out to obtain a be- 
ginning list of acceptances numbering 
slightly more than thirty. There ensues 
a period of vacillation and fluctuation 
with withdrawals, re-acceptances, last- 
minute illnesses and the emergence of 
other obligations. Meanwhile, institute 
staff struggle to achieve a balance among 
the different professions and to maintain 
the principle of team representation. 
The institute starts with an orienta- 
tion session on Sunday evening and 
closes on Friday afternoon with an 
evaluation discussion. This schedule 
allows five full days, with a minimum 
of encroachment on off-duty time and 
the most commonly accepted maximum 
time off from one’s job for inservice 
training. Because proximity to office 
and home militates against continuity of 
attendance and full participation in un- 
scheduled evening discussions, we try 
to locate the institutes in small and rela- 
tively isolated communities. These, how- 
ever, must have health services of sufh- 
cient size to provide the fairly large 
number of health clients needed for the 
interviews which make up a large part 
of the program. Housing for partici- 
pants, staff and faculty is arranged in a 
hotel or inn small enough to permit, or 
more correctly to make inevitable, 
contact and informal communication 
throughout the week and to minimize 
the risk of dispersal of conference per- 
sonnel among other guests of the hotel. 
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Interview sessions are held in a health 
facility, rather than in the hotel, so that 
the setting is a familiar and secure one 
for the interviewees. 

Faculty and staff consist of one psy- 
chiatrist for each five participants, the 
director of professional education for 
the Health Department, the director of 
mental health education for the Depart- 
ment of Mental Hygiene, and a mental 
health nurse consultant on the latter’s 
staff, who is assigned to the Health De- 
partment. Each psychiatrist conducts 
one demonstration interview, gives one 
informal talk on an assigned topic, and 
serves as group leader each afternoon 
for five of the participants. Among 
other responsibilities, the nurse consult- 
ant works with health personnel serving 
the locality in which the institute is held 
to select from their regular clientele per- 
sons who are willing to serve as inter- 
viewees. She also has responsibility for 
final selections. The process of selection 
is worth a separate paper. One can only 


say here that a prime consideration is 
the screening out of persons with known 


or suspected mental disorders. At one 
of the early institutes it was necessary 
to leave a psychiatrist in the area for 
an extra week. Selection of interviewees 
had been left to the local health person- 
nel. There were no psychiatric facilities 
in their area and they used the institute 
to get psychiatric help for some of their 
citizens, 

The mental health educator serves as 
discussion leader whenever the entire 
group meets together. On two occasions, 
an additional psychiatrist replaced the 
educator as discussion leader. At one 
institute, too, a clinical psychologist 
served on the faculty in place of a psy- 
chiatrist. All faculty and staff members 
are expected to participate in the general 
discussions and to be available evenings 
throughout the week for informal ses- 
sions with one or several participants. 
It has not been uncommon for a one-to- 
one postdinner interview to grow gradu- 
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MENTAL HEALTH EDUCATION 


ally into a full conference group dis- 
cussion. 

To provide a focus for both the inter- 
views and discussions, a topic is assigned 
for each day. In order, these are: 
Parent-Child Relationships; Emotional 
Components of Acute Illness; Emotional 
Components of Chronic Illness; Emo- 
tional Factors in Aging; and Emo- 
tional Factors in the Use of Authority. 
There is only one scheduled evening 
meeting and this is held on Tuesday 
night. It is devoted to a talk and dis- 
cussion on Mental Health in Public 
Health. 

Each day except the last opens with 
a demonstration interview conducted by 
one of the psychiatrists. The interviewee 
has been selected on the basis of the 
topic assigned for that day. For ex- 
ample, on the first day when the topic 
is Parent-Child Relationships the inter- 
viewee is a user of the child health serv- 
ices in the area. The interview lasts 
about 45 minutes and is followed by a 
one-hour general discussion. After a 
coffee break, another psychiatrist talks 
informally on the day’s topic for 30 
minutes, tying his points as much as pos- 
sible to the content of the earlier in- 
terview. The next hour is used for 
discussion of both the talk and the in- 
terview. The afternoons are spent in 
small groups consisting of one psychia- 
trist and five participants. Each partici- 
pant has an opportunity during the week 
to conduct one interview with the inter- 
viewees selected and scheduled in the 
same manner as in the morning demon- 
stration interviews. Discussion, led by 
the group’s psychiatrist, follows each 
interview. Much of what happens in 
the small group gets carried into the 
general discussion on the following 
morning. 

The demonstration interviews in the 
morning are viewed through a one-way 
vision mirror. Each participant listens 
through a set of headphones. The in- 
terviewee is told at time of selection and 
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again just before the interview that 
thirty public health people will be listen- 
ing in and that this is part of their 
training. The microphone is on the 
table between the two chairs and is un- 
concealed and unadorned. To date, the 
interviewees have not been told about 
the mirror, and not one has commented 
about it, despite its obtrusiveness and 
inappropriateness in the room setting. 
This lack of disclosure—concerning the 
mirror—has troubled many participants 
and faculty members. The issue is dis- 
cussed with the faculty before each in- 
stitute and invariably a majority favor 
nondisclosure. 

Mirrors are not used in the afternoon 
interviews conducted by the participants. 
The furniture is arranged so that the 
participant-interviewer and inter- 
viewee are separated somewhat from the 
others in the group. These interviews 
start out on a one-to-one basis, and may 
become a group interview at the option 
of the interviewer. The psychiatrist is 
free to intervene whenever he believes 
it necessary for the protection of the 
interviewee. 

In the demonstration interviews, the 
interviewee’s ability and willingness to 
forget or ignore the microphone as a 
symbol of the listening audience and 
the speed and frequency with which 
emotionally charged material is brought 
out invariably amazes the participants. 
Suspicion and disbelief are regularly ex- 
pressed in the discussion periods. The 
anxiety they show over the listening-in 
is frequently equalled or exceeded by 
that of the faculty. The discussions of 
the first two days consistently reveal 
initial identification by the participants 
with the interviewees. By the third day, 
there appears fluctuation between this 
identification and a developing identifi- 
cation with the psychiatrists. The dis- 
cussions also show that the participants’ 
anxiety over the interviews is reduced 
as they come to recognize and believe 
that the interviewee is helped by the in- 


terview and as they gain confidence in 
the integrity of the entire group and 
conviction that none would improperly 
use information disclosed in the inter- 
view. 

The critical point in the shift in iden- 
tification has occurred so regularly on 
Wednesday night that it has become an 
institute phenomenon and weathervane. 
In at least 7 of the 11 institutes, the par- 
ticipants almost to a man, singly and in 
groups, deserted the faculty and the hotel 
on Wednesday night, even foregoing 
their prepaid dinner. Thursday’s break- 
fasts find participants stoutly maintain- 
ing that their particular group’s psychia- 
trist is the outstanding member of the 
faculty. There is staff consensus that 
when this phenomenon occurs the in- 
stitute is a success. 

The growing identification with the 
psychiatrist appears to be an essential 
ingredient of the learning process, as 
does the anxiety regarding the listen- 
ing-in. The latter brings into the open 
the participants’ reluctance to ask people 
about their life situations. This reluc- 
tance, in turn, seems to be associated 
with general resistance to self-exami- 
nation and self-appraisal, a resistance 
which accounts in part for the initial 
tension so evident at the opening of 
each institute. 

One hypothesis has been developed 
and requires further exploration in re- 
gard to the relationship between the 
anxiety and resistance present when the 
institutes open and the learning which 
occurs. Teaching becomes less effective 
in a group situation as tension and 
anxiety diminish among the members of 
the groups. A dynamic state conducive 
to learning exists while tension is pres- 
ent; a static adjustment which makes 
for slow or no learning occurs where the 
participating group is completely re- 
laxed. At one institute a brief but sharp 
clash on the first day between two faculty 
members put the participants completely 
at ease. This institute was considered 
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by staff to be one of the poorest, although 
it is true that other possible reasons for 
failure were noted. If the tension de- 
creases too rapidly, the stimulus of the 
institute setting is destroyed, the par- 
ticipants’ prepared defenses come out, 
are reinforced by the defenses of others, 
and group and individual attitudes re- 
main unchanged. If they are never re- 
laxed, there is no chance for spontaneous 
informal relationships to develop, the 
participants identify only with the pub- 
lic health clients who were interviewed, 
and they leave with many of their un- 
certainties and hesitancies about engag- 
ing in psychologically oriented public 
health work reinforced. But if the ten- 
sion falls steadily over the week, reach- 
ing its lowest point on the very last day, 
then each session is a rich learning ex- 
perience. The total institute then results 
in invigoration, an increase self- 
respect and enhanced respect for all the 
other people at the institute, less need 
for defenses, and a sensation of having 
worked intensively for long hours with 


great accomplishment and practically no 
fatigue. 
With so 
energy invested in this specialized type 
of mental health education, one is curi- 


much time, money, and 


ous about the results. The participants 
seem convinced that they had enjoyed a 
unique interpersonal experience. Is this 
conviction reflected in their subsequent 
work relationships? Can the change, if 
any, be evaluated ? 

Reported anecdotal evaluation from 
institute participants is favorable. They 
tell us that their approach to fellow 
workers and to clients is easier, more 
pleasant, and more rewarding. Follow- 
up interviews by the mental health nurse 
consultant confirmed these favorable 
statements. Several have written to the 
State Health Department’s director of 
professional training asking for an op- 
portunity to participate in another in- 
stitute and expressing confidence that 
even greater personal gains would fol- 
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low. A county health commissioner, 
more than a year after his participation 
in one of the institutes, asked for and 
obtained an institute for his supervisory 
personnel. A _ district health officer, 
three years after one of the institutes, 
commented that his original negative 
impressions had been replaced by a con- 
viction that he had profited enormously 
from the experience. 

Trying to understand more clearly 
and objectively the changes in attitudes, 
working relationships and technics re- 
sulting from the institutes, the Mental 
Health Research Unit of the Department 
of Mental Hygiene undertook to evaluate 
the institutes through objective psycho- 
logical tests. For the convenience of 
the researchers, an institute in Syracuse. 
N. Y., was selected to be evaluated firsi. 
It turned out to be somewhat atypical. 
Department of Public Welfare personnel 
participated rather than public health 
workers. Furthermore, welfare depart- 
ment casework supervisors from only 
one county (Onondaga) participated in 
an institute given in their home city 
(Syracuse). Previous experience sug- 
gested certain disadvantages in such 
“hometown” institutes: pre-existing close 
personal and working relationships; the 
necessity for returning each evening to 
routine home living; limiting the in- 
stitute to a working hours schedule; and 
the use of local clients known to the 
caseworkers. All were thought to at- 
tenuate or retard the optimal develop- 
ment of the characteristic interpersonal 
relationship. This opinion was con- 
firmed by the observations of psychia- 
trists in this institute who had previously 
participated in others. 

During the evaluation planning, a 
review of previous attempts at the psy- 
chological evaluation of mental health 
education programs was of little help. 
Therefore, a test battery was devised 
to measure changes in the following 
areas: 

1, Attitudes toward clients 
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2. Sensitivity to clients’ problems 

3. Over-all perspective on _ interpersonal 
dynamics 

4. Personality dynamics of the participants 
themselves. 


The test battery was given the week 
before the institute, the week following, 
and six months after the institute. A 
comparison group, consisting of all case- 
workers who did not participate in the 
institute, was tested at the same time as 
the experimental group who attended the 
institute. Since institute attendance was 
voluntary, the two groups cannot be con- 
sidered random samples, and group 
changes as measured by the psychologi- 
cal tests were not necessarily due to the 
institute. However, at the time of initial 
testing no statistically significant differ- 
ences were found between the two 
groups. 

The individual tests will not be dis- 
cussed here, as they will be reported 
elsewhere. In summary, it was found 
that no lasting changes occurred in the 
comparison group. The experimental 


group showed certain statistically signifi- 
cant changes between successive test ad- 


ministrations. Interesting changes in 
personality dynamics were found. How- 
ever, the immediate post-institute testing 
showed certain temporary changes in 
the experimental group. At this time, 
the group was significantly less able to 
perceive interpersonal relationship, as 
measured by a sample caseworker. Also 
the group was temporarily or easily 
swayed by authoritative statements. 
These changes had vanished at the six- 
month retest. 

A permanent greater self-assertiveness, 
expressed through outgoing, self-confi- 
dent behavior was found in members 
of the experimental group. They seemed 
to feel freer to express their underlying 
feelings in a manner which could be 
characterized as self-assertive and show- 
ing independent ability to judge and 
criticize. Less fear was found when 
they put themselves forward as indi- 


viduals in a group, expressing and ex- 
hibiting their own ideas and feelings. 
No other statistically significant changes 
in personality were shown. 

In the areas of sensitivity and atti- 
tudes toward clients’ problems, the ob- 
served changes were consistent with 
those found in personality dynamics. 
The institute appeared to have the im- 
mediate effect of dulling the clinical dis- 
criminatory senses of the participants 
to the extent that they become tempo- 
rarily less acute in picking out meaning- 
ful material from case histories. After 
six months a second change returned 
them to their pre-institute acuity. 

The over-all perspective on interper- 
sonal dynamics did not change. This 
area was tested in terms of knowledge 
about and conscious understanding of 
personality factors. This finding was 
expected, as the institute was directed 
toward changing attitudes rather than 
providing information. 

The participants were asked to give 
their opinions of the institute. A num- 
ber expressed disappointment that so 
little direct teaching or information was 
provided. On the whole, the written 
evaluations of about one-half of the par- 
ticipants expressed specific gains, and 
the remainder rather diffuse, platitudi- 
nous appreciation. Criticism was di- 
rected mostly toward the general plan- 
ning and structure of the institute, 
particularly the interviews. 

In summary, this institute seems to 
have jarred the participants out of their 
accustomed ways of thinking and feel- 
ing, producing some intellectual confu- 
sion and uncertainty immediately follow- 
ing the experience. At the same time, 
they became more sure of themselves, 
readier to assert their individual opin- 
ion rather than hide in group anonymity. 
The six months follow-up showed that 
the intellectual confusion and uncer- 
tainty had subsided, while their greater 
self-confidence remained. Our assump- 
tion that these changes were in a favor- 
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able direction seems supported by the 
participants’ administrative superiors. 
They reported a general change toward 
increased self-confidence and capacity 
to accept responsibility. 

These general findings should be 
further investigated in subsequent in- 
stitutes for public health personnel. It 
is our plan to do this as a second stage 
of this investigation. 
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Minneapolis Events Highlight WHO 


A number of events in Minneapolis contributed to and exploited the 11th World 
Health Assembly meeting there. Most extensive of these was a series of two seminars 
daily, or study courses, on the WHO, in which members of WHO's technical staff 
took part. Those invited were physicians, medical students, social workers, public 
health officials, and others, chiefly from the Minneapolis area. 

Two days before the Assembly’s opening Minneapolis dedicated its new, modern, 
six-story health center. Surgeon-General Leroy E. Burney gave the dedication address 
and Howard A. Rusk, M.D., spoke at the dedication banquet. A series of open houses 
was held for professional, civic, and community groups. St. Paul had also recently 
opened its new health center, one of four in the state. 

The 105th annual meeting of the Minnesota State Medical Association, held in 
the city just previous to the Assembly, devoted a special session to WHO's objectives, 
activities, and accomplishments. Congressman Walter H. Judd, M.D., presided and 
speakers were WHO Director General M. G. Candau, M.D., Surgeon-General Leroy 
E. Burney, and Charles W. Mayo, M.D., of the Mayo Clinic. 

Brock Chisholm, M.D., first WHO Director General, addressed the convention 
banquet of the United World Federalists meeting in Minneapolis May 22-25. 
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Today, more than ever, there is an increased need for bacteriologic 
diagnosis and monitoring of treatment in tuberculosis. The studies 
presented in this paper deal with methods to achieve these aims 

in a routine bacteriology laboratory at a reasonable cost. 


BACTERIOLOGY OF TUBERCULOSIS: 


LABORATORY METHODS 


Gardner Middlebrook, M.D., and Maurice L. Cohn, Ph.D. 


T MIGHT seem paradoxical, at first 
| thought, that the bacteriological as- 
pects of tuberculosis should become more 
important as more effective means of 
treatment for the disease become avail- 
able. This was not the case with lobar 
pneumonia or £-streptococcus infection 
when sulfonamides, and later penicillin, 
became available. Failure to recognize 
that this is the case in tuberculosis has 
resulted in a prolonged lag in providing 
the additional facilities and personnel 
which the increased need for bacterio- 
logic diagnosis and monitoring of treat- 
ment necessarily entails. 

Before the antimicrobial drug era it 
was roentgenographic analysis and moni- 
toring by the clinician-radiologist team 
which played the dominant role in this 
field. The clinician-bacteriologist team 
played a very minor role. This is illus- 
trated by the fact that the limit of re- 
sponsibility of the bacteriologist was to 
provide an answer to a very simple ques- 
tion: “Are there, or are there not, any 
acid-fast bacilli in the excretions of this 
patient?” Only rarely was there resort 
to culture or animal inoculation. This 
was considered too sophisticated and 
many patients had their excreta tested 
only once during the course of their 
entire period of evaluation and treat- 
ment—in order to provide a definitive 


bacteriologic diagnosis of tuberculosis. 

This attitude, this subordination of the 
microbiologic to the roentgenographic 
aspects of tuberculous infection and 
disease, is well illustrated by the wide- 
spread tendency of many authorities to 
evaluate the results of antimicrobial 
chemotherapy, not in terms of the bac- 
teriologic response, but in terms of 
changes in the chest x-ray. The follow- 
ing quotation from one authority will 
illustrate this point: “The objective in 
the drug treatment of pulmonary tu- 
berculosis is to achieve as much resolu- 
tion of the reversible components of the 
disease as possible.” It seems almost 
as if it has been forgotten that tuber- 
culosis is an infectious disease and, thus, 
that the study of the parasites involved 
is just as important as the study of the 
host and his responses. 

My experience suggests that there is, 
indeed, “something rotten in Denmark.” 
There is much evidence that the clinical- 
bacteriologic investigation of tubercu- 
lous patients in this country today is 
pitifully inadequate. I shall cite only 
one example. During the past four 
years some 22 patients have been ad- 
mitted to the National Jewish Hospital 
with a roentgenographic diagnosis of 
pulmonary tuberculosis and a positive 
sputum. These patients were excreting 
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“yellow bacilli,” the photochromogenic 
organisms first described by Buehler 
and Pollack.' However, one-half of 
them were admitted before any bacterio- 
logic studies, except sputum smears, had 
been performed in the communities 
across the country from which they 
came. The other half had had sputum 
cultures which were simply reported as 
positive for acid-fast bacilli. Thus, in 
not one case did the application for ad- 
mission to the hospital include any in- 
dication of the fact that these patients 
were excreting atypical tubercle bacilli 
which are almost as easy to distinguish 
from human type tubercle bacilli as 
streptococci are from staphylococci. 
The slow growth and multiplication 
of tubercle bacilli puts a real burden on 
any laboratory responsible for provid- 
ing diagnostic bacteriologic services. If 
the testing of populations of tubercle 
bacilli for drug susceptibility is also a 
responsibility of a clinical or public 
health laboratory, additional problems 
are posed. Providing such services at 
a reasonable cost, with equipment and 


personnel integrated into the general 
microbiology team of a laboratory, pre- 


sents a challenge. The requirements 


are clear: 

1. A uniform, standard method for handling 
and treating specimens. 

2. Means for rapid cultivation of tubercle 
bacilli from small, as well as large, inocula. 

3. A routine which involves minimal expen- 
diture of time in examination of cultures. 

1. A minimum period of incubation of cul- 
tures which permits, at the same time, the 
most economical utilization of incubator space 
and a minimum yield of false-negative cultures. 

5. A technic for performing direct drug- 
susceptibility tests which gives results that are 
clinically meaningful. 


During the past five years my associ- 
ates and I have been evaluating and 
modifying the many technics of collec- 
tion, homogenization, decontamination, 
and culture of sputum and other patho- 
logic materials in an effort to improve 
and, if possible, to simplify the bacterio- 
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logic diagnostic methods in tuberculosis. 
In addition, we have been studying tech- 
nics of testing drug susceptibility in 
order to define a method which would 
be clinically useful and, at the same time, 
sufficiently practical to permit a wider 
application of drug susceptibility test- 
ing to populations of tubercle bacilli in 
hospital and public health laboratories. 
This report describes and discusses the 
results of some of these studies. 


Materials and Methods 


Culture Media—The following culture 
media were employed in the study re- 
ported here: Jensen’s modification of 
Lowenstein’s medium (L-J medium), an 
oleic acid-albumin agar medium pre- 
pared for routine clinical use in our own 
laboratories (7H-10 medium), and a 
slightly modified acid-albumin 
agar medium available commercially 
(7H-9 medium). 

L-J Medium—This medium was pur- 
chased commercially, already tubed and 
ready to inoculate, from the Difco Lab- 
oratories, Detroit, Mich., Control Num- 
bers: 429902, 432892, 431273, 432220. 
and 427506. The tubes were stored at 
4° C and used within four weeks after 
receipt. 

7H-10 Medium—This medium was 
made up from stock materials. as fol- 
lows: 


oleic 


Base Solids 


Mg SO, - H.O 

Fe ammonium citrate 
Nay citrate - 2 H,O 
Ammonium sulphate 
L-glutamic acid 
NasHPO, (anhydrous) 
KH,PO, (anhydrous) 


45 gm 


Store at room temperature after mixing and 
indicate on label that 0.45 gm will make up 
to 100 ml with d.w. at pH 6.6, if 15 gm 
Baltimore Biological Laboratories agar is used 
per 100 ml. 

Heat-labile solution (filter-sterilized), one 


| 

| | 
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tube (13.5 ml) to be added to each 100 ml of 
above agar base after autoclaving agar base: 


OA complex (5 per cent) 10.0 ml 
Glycerol 0.5° 
50 per cent glucose 0.4“ 
Pyridoxine HCI 100 ug/ml 7 1.0“ 
Biotin 50 ug/ml J 2 
Malachite green 100 ug/ml 
Catalase (technical) 1,000 ug/ml os" 


13.5 ml 


This medium was poured into quad- 
rants of Felsen plates, after addition of 
drugs as indicated. All drugs are added 
aseptically to the culture medium im- 
mediately before pouring. Approxi- 
mately 6 ml of medium were poured into 
each quadrant of a Felsen dish. 

7H-9 Medium—The ingredients for 
making this medium were obtained from 
the Difeo Laboratories as “Bacto, Mid- 
dlebrook 7H-9 Agar A” (Control No. 
433929) and the OADC enrichment 
(Control No. 433199). 

This medium was prepared and dis- 
pensed (as recommended on the label) 
into tubes with plastic interlined caps 
identical with the tubes employed for 
the Lowenstein-Jensen medium. Cul- 
ture media were inoculated and handled 
as follows: 

1. 0.1-0.2 ml of inocula were used for each 
tube of medium or quadrant of Felsen plate. 

2. The quadrant plates were placed in 
polyethylene plastic bags (permeable to CO»), 
right side up, and incubated in a chamber to 
which CO. was added daily, after each open- 
ing, to a final concentration of 2-5 per cent. 

3. The tubes were permitted to remain in 
a slanted position with loose caps for 48 hours 
in the same CO. chamber. The caps were 
tightened and the tubes were further incu- 
bated in the upright position without disturb- 
ance and examined at the indicated intervals. 

4. The incubation temperature was 351° C. 


Methods for Preparing Pathologic Mate- 
rials for Smear and Culture 


The procedure followed in the study 
provides for the collection, homogeniza- 
tion, and decontamination in one tube 
of each sputum specimen, without trans- 
fer. 
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Method | 


1. Sputum was collected in an amount not 
exceeding 10 ml directly into a sterile, wide- 
mouth, 50 ml plastic centrifuge tube (auto- 
clavable polyethylene, No. 222, Ivan Sorvall, 
Inc., Norwalk, Conn.). 

2. Add 1-2 ml of a solution of “activated” 
Difeo “pangestin”? and 1 ml 10 per cent 
NaHCO,,. 

3. Disperse mixture with a “tongue vibra- 
tor.” 2 

4. Incubate in water bath (40°C) for 30 
minutes; add another 1 ml of activated panges- 
tin; continue incubation for 30 minutes more; 
add distilled water to final volume 40-45 ml; 
centrifuge at 2,500 rpm for 30 minutes and 
discard supernate. 

5. Smear portion of sediment; apply acid- 
fast stain; and examine for acid-fast bacilli.* 

6. Suspend sediment in about 15 ml of sterile 
(autoclaved) 0.1 M trisodium citrate and then 
add about 15 ml of 0.5 N NaOH. Incubate at 
40° C for 20 minutes; centrifuge at 2,500 rpm 
for 30 minutes. Discard supernate and im- 
mediately suspend sediment with disposable 
capillary pipette in about 1 ml of a sterile 
solution containing 2.5 per cent bovine albu- 
min, 0.002 per cent bromthymol blue, and 
0.001 per cent lima bean trypsin inhibitor 
(Nutritional Biochemicals Corp., Cleveland 28, 
Ohio). Add 1 N HC1 dropwise to neutralize. 

7. Divide specimens into three groups ac- 
cording to results of stained smears: 

I Containing <1 AFB per oil immersion 
field. 

If Containing 1-10 AFB per oil immersion 
field. 

IIL Containing > 10 AFB per oil immersion 
field. 

8. Inoculate specimens of Class I (0.2 ml per 
tube slant or per quadrant of Felsen plate) 
undiluted and at 10° dilution. For Class II 
inoculate 10° and 10° dilutions. For Class 
Ill, 10° and 10°. Make all dilutions in sterile 
distilled water. (Precise dilution technics are 
unnecessary.) 


Method II 


Methods I and II, the classical methods 
using sodium hydroxide, were compared 
on seven bacteriologically positive spu- 
tum specimens. This comparison was 
performed as follows: 


1. Approximately 10 ml of sputum was col- 
lected from each of seven known positive 
patients. 

2. Each sputum was homogenized with the 
*Continue further with alkali treatment 
while smears are being stained and examined. 
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“tongue vibrator” until it was possible to 
pipette the sputum. Then each homogenized 
specimen was divided into two equal aliquots. 

3. One aliquot was treated as described 
above in Method I, from steps 2 through 8. 
It was then inoculated onto 7H-10 medium in 
100 mm Petri dishes on a manually rotated 
turntable with the use of a glass spreader. 
Two Petri dishes were inoculated with each 
of the two dilutions of concentrate. 

1. To the other aliquot an equal volume of 
IN NaOH was added. This was then manu- 
ally shaken at frequent intervals over a period 
of 30 minutes at 37°C. The contents of the 
tube were centrifuged at 2,500 rpm for 30 
minutes. The sediment was suspended in 
about 40 ml of 0.1 M trisodium citrate. The 
tube was centrifuged again at 2,500 rpm for 30 
minutes; the supernate was discarded and 
the sediment was suspended and diluted for 
inoculation as described in steps No. 6, 7, and 
8 of Method I. 
were then inoculated onto 7H-10 medium in 
Petri dishes, as described previously, and in- 
cubated in plastic bags under 2-5 per cent 
COs. 


The suspensions so obtained 


Sources of Specimens Obtained—The 
specimens for Studies 1 and 3 were ob- 
tained from the patients at the National 
Jewish Hospital. The seven specimens 
in Study 1 were selected at random as 
smear-positive for acid-fast bacilli from 
the routine clinical tuberculosis bac- 
teriology laboratory. The 100 patients 
in Study 3 constituted all bacteriologi- 
cally documented cases of pulmonary 
tuberculosis consecutively admitted to 
the National Jewish Hospital over a 
seven-month period (October 16, 1956, 
to May 16, 1957). Seven hundred and 
sixty-six specimens were obtained from 
these 100 patients and included without 
selection. All specimens from these 
100 patients were submitted to the clini- 
cal laboratory for examination on or 
before June 16, 1957. A minimum of 
four specimens was obtained from each 
subject, except three who yielded only 


three specimens apiece (because of the 
late date of admission to the hospital). 
The first two or three specimens were 
obtained from each patient within one 
week after admission with a presump- 
tive diagnosis of pulmonary tuberculo- 
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sis. The remaining specimens were ob- 
tained at fortnightly or monthly intervals 
thereafter. 

During the same period of this study 
a total of more than 3,600 specimens 
was submitted and studied in the same 
fashion from these and other subjects. 
Thus, the patients under consideration 
in this study yielded approximately 21 
per cent of the total number of speci- 
mens examined. 

The 100 specimens from as many in- 
dividuals were obtained for Study 2 
from patients at the National Jewish 
Hospital and from patients at Colorado 
General, Fitzsimons Army, and Denver 
General Hospitals through the courtesy 
of Dr. Roger Mitchell, Orman Weiser. 
and Dr. Wen Wang, respectively. 


Results 


Study 1—The results of Study 1 are 
presented in Table 1. It is evident that 
Method I is superior to Method II in 
terms of the numbers of bacterial units 
yielding colonies. Method I yields two 
to 16 times as many colonies as Method 
II, with the “yellow bacilli” being least 
affected by stronger alkali treatment. 

Study 2—One hundred patients, who 
had recently had bacteriologically posi- 
tive sputum cultures for tubercle bacilli, 
each submitted one specimen for culture 
on three different media: 7TH-10 medium 
in one quadrant of a Felsen dish, L-J 
medium in the form of a slant, and the 
Difeo 7TH-9 medium in the form of a 
slant. Equal aliquots of each of two 
dilutions of the sputum concentrates 
(diluted according to the average num- 
ber of acid-fast rods per oil immersion 
field of the smear of the concentrate) 
were inoculated onto these three differ- 
ent media and incubated as described 
under Materials and Methods. The Fel- 
sen plates were read and discarded at 
the end of three weeks’ incubation in 
accordance with the routine practice of 
our clinical laboratories. The tubes of 
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Table 1—Digestion and Decontamination—Study | 


Dilution 


Patient Smear * Planted 


L.A.D. 50F 


10° 


10+ 
RY. 3/' 


10° 


107 
10° 


10° 


G.W. 10-2 


107 


H.W. 10/50F 107 


10% 


M.P. 107 


5/50F 


Method I 


10° 97 


Method II 


++++ 
108 


++++ 
516 


+++ 

12 
++++M 
+++M 


54 


334 

174 

17 


* Smear results in terms of average number of acid-fast rods per oil immersion field. 


+ No growth; +--+ > 50, < 200 colonies; 


>» 200, < 500 colonies; innumerable, 


microcolonies. Numbers indicate actual colony counts per plate. 


t “Yellow bacilli” (photochromogenic atypical tubercle bacilli). 


Contaminated 


the other two media studied were read at 
three, four, five, and six weeks after 
inoculation. 

Thirteen of the 100 patients yielded 
cultures which were negative on smear 
and on culture on all media. Twenty- 
seven of the 86 specimens yielding posi- 
tive cultures had negative concentrate 
smears. Only one patient yielded a posi- 
tive smear which was culture-negative 
on all media; although this patient had 
previously been positive on both smear 
and culture, two specimens obtained 
immediately before the one studied here 
were negative on both smear and cul- 
ture and all subsequent sputum speci- 
mens have also been completely nega- 
tive. Three months before submitting 
this specimen, this patient had been 
initiated on intensive combined drug 
therapy (isoniazid and streptomycin), 
after it had been determined that the 
bacterial population which she was 
excreting was susceptible to both of 


these drugs.” It seems fair to assume 
that the acid-fast rods seen on the con- 
centrate smear from this specimen were 
drug-sterilized tubercle bacilli. 

Some of the results of this study are 
presented in Table 2. It should be noted 
that in all except one of the five instances 
where growth occurred on one medium 
and not on the other, the discrepancy is 
clearly attributable to the very small 
numbers of tubercle bacilli in the speci- 
mens, and thus to chance distribution. 
However, while only 77 of the specimens 
(90 per cent of specimens positive by 
culture on any medium at any time) 
yielded colonies detectable at three weeks 


* At the National Jewish Hospital popula- 
tions of tubercle bacilli are considered to be 
susceptible to streptomycin and isoniazid if, 
on direct testing on 7H-10 solid medium, less 
than 1 per cent of the numbers of organisms 
yielding colonies on the control can grow on 
the same culture medium containing either 
0.2 ug of isoniazid per milliliter or 2.0 ug of 
streptomycin per milliliter. 
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Table 2—Comparison of 7H-10 (Felsen 
Plate) Medium and Lowenstein- 
Jensen (Tube) Medium 
—Study 2 


A. General Analysis of Specimens 
Total number of specimens 
(patients) 
Total number of positives 
Total number of negatives 
Total number of contaminated 
B. Comparison of Growth on 
Different Media 
Positive 7H-10, positive L-J 
Positive 7H-10, negative L-J 
Negative 7H-10, positive L-J 
Total positives, 7H-10 
Total positives, L-J 
N.B. 7H-10 incubated for only 
six weeks. 
* One 


medium only. 


three weeks and L.-J, 


specimen contaminated on both tubes of L-J 
+ In four of these instances no growth was detected on 
L.-J medium at three weeks. 
! One of these specimens was negative on L-J because 
two 
instance 


on the 


in one instance there were only 
7H-10 medium; the third 
growth (undiluted inoculum) 


7H-10 and no growth on the L-J. 


of contamination; 


colonies on the in 


there was +--+ 


** In both of these instances only one colony grew on 
the L-J medium. 


on the L-J medium, 83 of the specimens 
(97 per cent of specimens positive by 
culture on any medium at any time) 
yielded colonies on the 7H-10 medium 
in the same period of time. 

The L-J medium and the 7H-10 me- 
dium were not significantly different 
with respect to contamination. Contami- 
nation, such as to obscure growth to 


Table 3—Comparison of Amounts 


of 
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any degree, occurred on only six tubes 
of L-J medium (3 per cent) and on only 
three Felsen plates (1.5 per cent). 

Table 3 presents the results obtained 
in the same study on comparing the 
amount of growth on the 7H-10 medium. 
the L-J medium, and the commercially 
available Difeo TH-9 medium. It is evi- 
dent that the amount of growth is great- 
est on the 7H-10 medium under these 
conditions in Felsen dishes even when 
the results at three weeks are compared 
to the results with the other two media 
after six weeks of incubation. 

Study 3—Some of the experiences and 
results of the bacteriologic study of 
sputum specimens submitted during a 
seven-month period from 100 patients 
consecutively admitted to hospital with 
bacteriologically documented pulmonary 
tuberculosis are summarized in Tables 
4 and 5. 

It should be pointed out that, as a 
result of therapeutic measures, 47 of 
these 100 patients became smear- and 
culture-negative during the course of this 
study; this accounts, of course, for most 
of the 266 specimens which were nega- 
tive both on smear and on culture. 

The very low incidence (1.7 per 
cent) of positive smear specimens which 
yielded no growth on culture is note- 
worthy. Probably this would be in- 
creased if stained smears were searched 
more diligently in our laboratories. In- 


Growth on Three Different Media 


Medium Dilution 


3 


Time (Weeks) 


4 


7H-10 
(Felsen) 
L-J 
(tube) 
7H-9 
(tube) 


First 
Second 
First 
Second 
First 
Second 


264° 
211 


199 
147 
199 
137 


218 
166 
216 
157 


171 
240 
172 


* The numerical value given is the sum of amounts of growth in terms of numbers of colonies detectable on each 


culture dish or tuhe: 1-50 colonies = 1; 50-100 colonies = 2; 100-200 colonies = 
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100 
86 
14 
807 
3t 
gee 
83 
82 
eC | | 5 6 
228 229 
171 
247 
177 
849 


Table 4—TB Bacteriologic Results (Routine Clinical Laboratory) on 766 Specimens 
from 100 Patients with Pulmonary Tuberculosis, Consecutively Admitted to the 
National Jewish Hospital and Studied Over a Period of Eight Months—Study 3 


Analysis of Smear and Culture Results by Specimens (766) 


Positive Smear 
(303) 


Negative Smear 
(463) 


Positive culture (487) 
Negative culture (271) 


Contaminated (8) 


3 (1.0 per cent) 


192 


5t (1.7 per cent) 266 


5(1.1 per cent) 


* Two hundred and sixty-six (90 per cent) of these specimens yielded at least 100 colonies on culture. 
+ Fifty-two (27 per cent) of these specimens yielded at least 100 colonies on culture. 


} These instances are analyzed in the text. 


asmuch as every specimen is submitted 
to both smear and culture it would seem 
to be a waste of personnel time to exert 
a greater effort than to examine 200 
fields for each specimen. In any case 
the five smear-positive, culture-negative 
specimens deserve special comment. 
Perhaps one of these should not have 
been included, because the culture plates 
for this specimen were lost due to a 
laboratory accident. Three of the speci- 
mens were derived from patients previ- 
ously excreting large populations of 
drug-susceptible tubercle bacilli while 
under intensive combined drug chemo- 
therapy. All subsequent specimens from 
these individuals were negative both on 
smear and on culture. Thus, the acid- 
fast bacilli seen on smear were probably 
drug-sterilized before secretion into the 


sputum. The one remaining specimen 
of these five was unexplainably nega- 
tive—a valid false-negative. 

additional observations are 
worth reporting here: 


Some 


1. Ninety per cent of the smear-positive 
specimens yielded at least 100 colonies on the 
control quadrant of a Felsen dish, despite the 
fact that many of the concentrates were 
diluted 100- or 1,000-fold for inoculation. 

2. From every patient at least one positive 
culture was obtained from specimens delivered 
to the laboratory during the first week of 
hospitalization. These positive cultures were 
obtained from at least one of the first two or 
three specimens submitted for study. 

3. In 95 per cent of subjects, when one posi- 
tive smear was obtained, more than two posi- 
tive cultures could be anticipated. 

4. Two of these 100 subjects were excreting 
pure populations of “yellow bacilli” which 
were easily recognized on the first positive 
culturé by their very strong catalase activity 


Smear Always One Positive 


Two Positive 
Smears 


>Two Positive 
Smears Total 


One Positive 
Culture 


No Positive 
Culture 


Two Positive 
Cultures 


“4 100 


>Two Positive 
Cultures Total 


7* 


8t 85t 100 


* Four to 10 specimens examined per subject; only two subjects were ever smear-positive. 
+ Three to nine specimens examined per subject; only three subjects were ever smear-positive. 
{ Eighteen (21 per cent) of these subjects never yielded a specimen with a positive-smear. 
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Negative Smear 
28 9 9 
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and their colonies’ tendency to turn yellow on 
exposure to light for 18 hours or less.2-5 

Drug Susceptibility Studies—The rou- 
tine procedure of bacteriologic analysis 
of pathologic materials at this institution 
(80 per cent of patients with a diagnosis 
of tuberculosis) includes direct drug- 
susceptibility testing which is permitted 
by the use of the quadrant Felsen dishes 
and the catalase testing of all positive 
cultures. 

Each Felsen dish contains four quad- 
rants, one of which contains no drug. 
The other three quadrants contain drugs, 
added aseptically to the agar medium 
before pouring, in final concentrations 
of: 0.2 meg isoniazid /ml, 2.0 meg strep- 
tomycin/ml, and 2.0 meg para-amino- 
salicylic acid/ml. As a result of the 


studies of Rist, Mitchison, and Steenken 
and of our own correlations between in 
vitro drug-susceptibility results and clini- 
cal response to treatment at the National 
Jewish Hospital, the specific concentra- 
tions of these three drugs for the oleic 
acid-albumin agar type of culture me- 


dium have been established as the most 
important concentrations in terms of 


Evidence for these 
68 


clinical significance. 
choices has been presented elsewhere. 

Theoretical have been 
raised to the performance of direct drug- 
susceptibility tests on pathologic mate- 
rials for the routine clinical laboratory: 
indirect tests are much more commonly 
used. The principal objection has been 
that specimens yielding less than 100, or 
so, colonies on a control medium con- 
taining no drug fail to disclose a small 
but possibly clinically significant propor- 
tion of drug-resistant mutants. However, 
the performance of drug-susceptibility 
tests by indirect methods on subcultures 
of less than 100 colonies can just as 
validly be objected to on the basis that 
such a small sample can hardly be con- 
sidered even remotely representative of 
the total microbial population in the 
patient’s active lesion(s). Furthermore, 
from a clinical standpoint it is just as 


objections 
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important, if not more so, to identify a 
population as containing a high propor- 
tion of drug-susceptible mutants as it is 
to be able to state exactly what small 
proportion of a large population con- 
sists of drug-resistant mutants. In other 
words, rapid identification of patients 
who are excreting a high population of 
drug-resistant mutants is just as impor- 
tant as identifying those patients who 
are excreting populations containing a 
very small proportion of drug-resistant 
mutants. And rapid identification of 
such individuals is usually accomplished 
by direct susceptibility tests, even on 
smear-negative specimens which yield 
less than 100 colonies. 

Certainly, our experience with smear- 
positive specimens, 90 per cent of which 
yield more than 100 colonies on the 
quadrant without drugs, shows that di- 
rect drug-susceptibility tests may be ex- 
pected to give clinically important in- 
formation in the great majority of 
patients within 21 days. With the bac- 
teriologic methods described here, 65 
per cent of all culture-positive specimens 
may be expected to yield satisfactory 
direct drug-susceptibility data, because 
this is the percentage of all positive 
cultures which yield more than 100 
colonies. 

The information to be gained from 
the performance of catalase tests has al- 
ready been emphasized by many investi- 
gators. Suffice it to reiterate here that 
it is quite useful for the differentiation 
of types of mycobacteria and often pro- 
vides corroborative evidence in relation 
to isoniazid-susceptibility or resistance. 

It may also be of interest to relate 
that integration of bacteriologic and 
clinical data, including drug-suscepti- 
bility test results and history, provided 
information which was satisfactory for 
defining what drugs might fairly be 
anticipated to be effective or ineffective 
in treatment of 98 of the 100 patients 
in Study 3. When only the bacteriologic 
results were considered the data were 
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satisfactory for at least 90 per cent of 
these patients, many of whom were 
excreting high proportions of drug- 
resistant mutants on admission to the 
hospital. 


Discussion 


The results of the studies presented 
here show that it is possible in a rou- 
tine bacteriology laboratory to provide 
data which are satisfactory for diagnostic 
purposes in nearly all cases of pulmonary 
tuberculosis within one month, on in- 
vestigation of at least three properly 
collected specimens of sputum from 
each subject. One can conclude that. 
if direct drug-susceptibility tests are per- 
formed on specimens which are smear- 
positive for acid-fast bacilli, approxi- 
mately 90 per cent of such tests may be 
expected to yield satisfactory drug-sus- 
ceptibility test results within three weeks. 

Only in a laboratory where a high 
percentage (more than 25 per cent) of 
all specimens are positive on smear or 
culture for acid-fast bacilli would it seem 
profitable to employ the Felsen quadrant 
plate method as routine for all cultures. 
For public health laboratories, in gen- 
eral, Petri dishes, incubated in polyethy- 
lene plastic bags under 2-5 per cent CO. 
in air, can be recommended for all 
specimens which are not positive for 
acid-fast bacilli on smear. The Felsen 
dish technic should be reserved for 
smear-positive specimens only. 

The results of this study confirm pre- 
vious observations that CO, is strikingly 
stimulating to the multiplication of tu- 
bercle bacilli on artificial media.***"° It 
seems fair to attribute the rapid growth 
which permits at least 95 per cent of 
strains of tubercle bacilli from different 
patients to yield positive cultures within 
three weeks to the favorable effects of 
CO.. Inasmuch as the concentration of 
CO. is not critical,’ there should be no 
important obstacle to the routine incuba- 
tion of all cultures for M. tuberculosis 


under added CO,. In this study the 
tube slant cultures (Lowenstein-Jensen 
medium and 7H-9 medium) were incu- 
bated with loose caps for only 48 hours 
under 2—5 per cent 

It seems safe to assume that this is the 
explanation of the superior results ob- 
tained with the medium in dishes which 
were kept under CO. for the entire 
period of incubation. Probably some 
procedure which permits more effective 
access of CO, to the slants would abolish 
any differences between the three media 
studied. Nevertheless, the transparent 
agar medium in dishes ( Petri or Felsen) 
is preferable to complex egg media under 
the same conditions, for reasons which 
have been elaborated upon elsewhere.* 

It would seem presumptuous to com- 
pare the routine bacteriologic results of 
this study with similar previous studies 
of other investigators. In this report 
90 per cent of 86 different strains of 
tubercle bacilli yielded growth in three 
weeks on Lowenstein-Jensen medium. 
Suffice it to point out that other investi- 
gators have not achieved comparable 
results with this standard medium by 
employing conventional methods of 
preparation of inocula and incubating 
under air without added COs. 

The methods of collecting. digesting. 
decontaminating, and culturing sputum 
for tubercle bacilli, and of direct drug- 
susceptibility testing, as described and 
illustrated in these studies, would seem 
to meet the requirements of an efficient 
routine clinical laboratory. Also. with 
some modification, appropriate for the 
particular laboratory, equally successful 
bacteriologic examination of other types 
of pathologic materials can be performed 
by these methods. 


Summary 


In the study described it has been 
demonstrated that: 


1. Enzymatic digestion followed by weak 
alkali treatment is superior to the conventional 
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sodium hydroxide method of preparing sputum Studies on Isoniazid and Tubercle Bacilli. III. The 
Isolation, Drug-Susceptibility, and Catalase-Testing 
for culture for M. tuberculosis. 
of Tubercle Bacilli from Isoniazid-Treated Patients. 
2. An oleic acid-albumin solid agar medium Am. Rev. Tuberc. 70:852-872, 1954. 
(7H-10) under conditions permitting incuba- 3. Timpe, A., and Runyon, E. H. The Relationship 


9.5 vical” d-Fas acteria te an Disease. 
tion under 2-5 per cent COs in d direc f Atypical Acid-Fast Bacteria to Human 
‘ I s in air and direct J. Lab. & Clin. Med. 44:202-209, 1954. 


drug-susceptibility testing presents many ad- . Middlebrook, G.  Isoniazid-Resistance and Catalase- 
vantages over a standard egg medium for Activity of Tubercle Bacilli, Am. Rev. Tubere. 
culturing sputum specimens for tubercle 69 471-472, 1954. 

. Wolinsky, E.; Smith, M. M.; Mitchell, R. S.: and 
bacilli under routine laboratory conditions. 
Steenken, W., Jr. Atypical Chromogenic Myco- 
More than 95 per cent of strains of tubercle bacteria Associated with Pulmonary Disease. Ibid. 
bacilli yield maximal numbers of colonies on 75 180-198, 1957. 


this medium within 21 davs. . Russell, W. F., Jr.; Dressler, s. H.: and Middle- 
brook, G. Chemotherapy of Tuberculosis. Ad 
_3. A commercially available medium (7H-9) vances Int. Med. 8:221-257, 1956. 

similar to the 7H-10 medium is probably equal 7. Mitchell, R. S., and Steenken, W., Jr. Streptomycin 


to the latter for isolation of tubercle bacilli and Isoniazid Resistance. Am. Rev. Tubere. 75 


346-347, 1957. 
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Rockefeller Report Medical Views 


“The use of available hospital construction funds for developing radically new 
types of medical facilities, such as hospitals permitting maximum self-help, and 
community care centers offering diagnostic services and extensive outpatient treat- 
ment and homemaker services” is among the recommendations of the second report 
of the Rockefeller Brothers Fund. 

A further suggestion is that one approach to the problem of paying the costs of 
medical care is “group medical practice, affiliated with a common hospital and 
with essentially all costs prepaid by the subscribers through family health insurance 
premiums. ... We urge as a major objective of prepayment plans over the next 
decade the coverage of doctor’s and nursing care outside the hospital.” 

The report, “The Challenge: Its Economic and Social Aspects” is the second in 
a series issued by the Rockefeller Brothers Fund. It is available in bookstores or 
from the publisher, Doubleday & Co., 575 Madison Ave., New York; 75 cents. 
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The brave new world of prepackaged food, hot meals from coin- 


operated vending machines, and other mechanical approaches 


to the storage and distribution of human nutriment is already 


here. 


presented in the following review. 


What this means for sanitation and health is 


IMPLICATIONS OF NEW DEVELOPMENTS IN 
FOOD AND MILK PROCESSING—PACKAG.- 
ING, STORING, AND VENDING 


Walter D. Tiedeman, M.C.E., F.A.P.H.A. 


HE IMPELLING force behind most of 
Tine new developments in the packag- 
ing, storing, and vending of milk and 
other foods is the natural urge for busi- 
nessmen to capture more and more con- 
sumer dollars. Many changes involve 
the saving of labor, which seems to be- 
come evermore costly. Incidentally, 
there have been some concomitant im- 
provements in sanitation but this does 
not necessarily follow. It remains for 
health officials to evaluate the possible 
bearing of these developments upon 
nutrition and sanitation with a view to 
encouraging favorable developments and 
preventing those that may have unfavor- 
able effects on health. 

Where operators of processing plants, 
stores, and restaurants become conscious 
of their responsibility to protect the con- 
sumers upon whose continued health 
and life the success of their business 
depends, there is increased incentive for 
competing suppliers of packaging mate- 
rials and machines to consider sanita- 
tion and health protection, as they 
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visualize it, as part of their stock in 
trade in seeking new business. 


Packaging Milk 


In the fluid milk field there is an in- 
creasing trend toward offering this prod- 
uct in half-gallon and gallon containers 
at slightly lower prices per quart. This 
may have the desirable effect of increas- 
ing somewhat per capita milk consump- 
tion. 

More and more fluid milk and milk 
products sold in stores are being offered 
in paper cartons. The trend in these 
cartons is toward a plastic rather than 
a paraflin coating. Although minor 
difficulties have been experienced with 
paraffin in the occasional development 
of slow leaks or with excess paraffin 
flaking off, the convenience of factory 
precoating and the ease with which 
plastic coated paper may be heat sealed 
probably are the principal factors in 
prompting such change. Fortunately, 
the manufacturers generally have fol- 
lowed recommendations of the Food 


VOL. 48, NO. 7, A.J.P.H. 


J 
we. 
‘ 
4 
2 
{ 
‘ 


and Drug Administration in their selec- 
tion of safe plastics for this use. This 
development, however, created a new 
problem, now solved, in the sterilization 
of the cartons which are formed from 
paper precoated with plastic and do not 
have a final hot dip just before they are 
filled, upon which reliance heretofore 
has been placed for sterilization. 


Bulk Milk Dispensers 


For serving milk in restaurants and 
institutions there is a marked trend 
toward the use of bulk milk dispensers. 
For the benefit of the uninitiated, these 
may be described briefly as refrigerated 
cabinets holding one or more five or 10 
gallon cans of milk which have a mecha- 
nism for starting and stopping the grav- 
ity flow of milk, but which contain no 
part that comes in contact with the milk. 
The special cans used are washed and 
sanitized at the milk plant where they 
are filled mechanically and sealed. Milk 
delivery tubes are of synthetic rubber of 
the throw-away type. An extensive ex- 
periment was conducted in Ann Arbor 
for the Armed Forces Epidemiological 
Board to compare this method of dis- 
pensing with other methods,; including 
serving in individual half-pint bottles. 
The results were favorable for bulk milk 
dispensers.' Since that work was done 
a 3-A Standard has been established for 
these dispensers,” compliance with which 
should be required by health officials. 


Packaging Ice Cream 


In the ice cream field there has been 
a great swing toward mechanical pre- 
packaging of frozen desserts in cartons, 
paper cups, and in waxed paper or cel- 
lophane bags for products on. sticks, 
which is favorable for protecting the 
product from contamination. The cold 
product when packaged by hand is sub- 
ject to chance contamination, but offers 
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no opportunity for growth of organisms. 
However, most such organisms are pre- 
served in the product for days. 


Dispensing and Packaging 
Coffee Cream 


The serving of coffee cream in a clean 
and safe manner has long been a “head- 
ache” to sanitarians. Pitchers expose 
the product to contamination and 
growth. Most mechanical dispensers 
have inadequate refrigeration or are sub- 
ject to contamination and growth as the 
result of repeated additions of cream 
to a container that remains where the 
cream is dispensed. The capped glass 
bottle containing an individual portion 
which is in common use has been a 
“snare and delusion” when one looks be- 
hind the scenes to view the hand wash- 
ing, hand filling, and hand capping. 
Equipment is now available, although 
not yet extensively used, to do this work 
mechanically at the milk plant. This 
delivers trays of mechanically washed, 
filled, and capped glass bottles or me- 
chanically filled and capped miniature 
paper cups of cream to the restaurant 
or institution to be dispensed as indi- 
vidual portions with cups of coffee. A 
more recent development is the packag- 
ing of cream in individual portions in 
small plastic envelopes that are filled 
mechanically. Still another possibility, 
although currently in rather limited use 
in the United States, is a Swedish proc- 
ess which mechanically packages small 
portions of cream, of about three- 
quarters of an ounce, in polyethylene 
lined, heat sealed, paper tetrahedrons. 
Tetra-Pak in various sizes is also being 
used to package citrus juices and more 
recently ice cream. 


Moisture Barrier Packaging 


In addition to the polyethylene plastic 
coating on paper used to make the Tetra- 
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Pak cartons, many moistureproof, seal- 
able coatings have been developed to 
improve the keeping qualities of foods, 
including cereals and crackers. Poly- 
ethylene lined, heat sealed, paper bags 
are now being introduced for packaging 
raisins and probably will be used for 
other dried fruits. In appearance they 
resemble coffee bags. Trials showed 
that prevention of moisture in- 
creased the shelf life and kept the prod- 
uct in optimum usable condition. 

Even age-old products like smoked 
and kippered fish are leaving the con- 
fines of the delicatessen store and enter- 
ing the supermarket with all odors con- 
fined in a recently developed Mylar, 
Saran, and polyethylene bag. The trial 
line of products includes lox, kippered 
salmon, sablefish. smoked eels, white 
fish, and whiting. 


Packaging and Dispensing Condiments 


Do not be surprised to see special 
sirups offered at your supermarket in 
large collapsible screw-top plastic tubes 
resembling the tin ones in which one 
has become accustomed to buying tooth 
paste. These also should be adaptable 
for packaging condiments such as mus- 
tard, ketchup, and salad dressings. 
Furthermore, many efforts have been 
made to provide for use in mass feeding 
easily usable and cleanable machines to 
dispense condiments, perhaps primarily 
to save time and wastage, but also with 
a view to doing away with such unsightly 
things as ketchup bottles and mustard 
jars which are easy to contaminate and 
difficult to use. 

A later and still more promising de- 
velopment is the packaging of ketchup, 
mustard, table sirups and salad dress- 
ings in pressurized cans, somewhat simi- 
lar to the familiar one which on release 
of the dissolved nitrous oxide gas de- 
livers ready to serve whipped cream. 
The problem of packaging these non- 
foam products under pressure for com- 
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plete release without opening the can 
has been a difficult one, but is now re- 
ported to have been solved and such 
products soon are to be available. 


Prepackaging Meats, Fruits, and 
Vegetables 


Those who frequent supermarkets, and 
who does not these days, are perhaps 
impressed with the tendency to pre- 
package almost everything, including 
meats, fruits, and vegetables. Very 
likely this trend does not spring from a 
burning desire to prevent contamina- 
tion; the intent is principally to make it 
easy for the customer to pick up the 
quantity desired without clerical assist- 
ance and, perhaps, in the case of fruits 
and vegetables, to see that the customer 
takes some of the smaller or less de- 
sirable pieces along with the choice ones. 
At the same time, however, this practice 
provides protection from contamination 
by the spray from the mouths and noses 
of the passing customers. Much of the 
experience in packaging and in the de- 
velopment of safe packaging materials 
stems from the work of the Quarter- 
master Food and Container Institute for 
the Armed Forces. 


Packaging Frozen Foods 


Frozen foods necessarily require mois- 
tureproof wrapping to prevent dessica- 
tion or freezer burn during storage. 
While the primary function of this wrap- 
ping is to serve as a moisture barrier, it 
incidentally has the desirable effect of 
preventing chance contamination of the 
food during shipment, storage, and 
marketing. 


Metal Foils in Packaging 


The use of metal, especially aluminum 
foils, in packaging is on the increase. 
Foil trays for many foods, especially 
pies and cakes, are an old story but are 
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constantly being put to new uses. Foil 
packaging in single-use portions of de- 
tergents and germicides, which must be 
kept moisture free to prevent deteriora- 
tion, is of great interest to sanitarians. 
Although of no special sanitary signifi- 
cance, foil-wrapped potatoes ready for 
the oven should be mentioned as among 
the latest lures for the busy housewives’ 
dollar. Further developments in the use 
of aluminum include the introduction 
of aluminum coffee cans in Germany.* 


Storage of Foods 


Considerable deterioration in quality, 
spoilage, and loss result from improper 
storage of foods. High temperature 
and lack of humidity control are 
principal factors speeding up rancidity, 
discoloring, rotting, and other degenera- 
tive processes. Even 
normally stored at room temperature 
will keep better longer when held at 
lower temperatures. While there are no 
world-shaking advances to report in the 
art of storing foods, improvements in 
packaging, the use of frozen foods, in- 
troduction of antibiotics and other ad- 
vances in processing have helped protect 
foods from contamination and deteriora- 
Improved _ refrig- 
have con- 


canned goods 


tion during storage. 
erated display cases also 
tributed to maintaining quality and 
extending shelf life. 

For warehouse storage developments 
in refrigeration and humidity control 
have resulted in a gradual improvement 
in quality of storage foods. The cold 
storage laws have served to maintain 
fairly good control over foods held in 
storage from one season to another. 


Vending Machines 


Improvements in methods of vending 
foods have been greatly implemented by 
improved packaging, as well as by im- 
proved sanitation in containers and 
mechanisms for vending foods and 
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drinks. Again the stimulus is largely 
increased sales. Health officials who 
admit concern over the handling of 
foods in public eating and drinking 
establishments should be equally con- 
cerned not only about the dispensing 
mechanisms, whether manually or coin 
operated, but over the sanitary safe- 
guards established in the preparation, 
handling, and storage of the food or 
drink to be vended. 

A considerable interest in the possi- 
ble health and sanitation hazards in this 
field was created by work of the Sub- 
committee on Food Sanitation of the 
Committee on Sanitary Engineering and 
Environment, National Research Coun- 
cil, and by investigations started some 
years ago under sponsorship of the 
Armed Forces Epidemiological Board. 
More recently the Armed Forces placed 
responsibility upon the manufacturer 
desiring to place machines in canteens 
to present satisfactory evidence of the 
successful testing of each device in a 
disinterested and nationally recognized 
laboratory. Much testing has been done 
by the National Sanitation Foundation 
Testing Laboratory, and coin- 
operated vending machines now are 
available that bear its seal of approval 
as evidence of compliance with good 
practices in sanitation. Some other 
laboratories are reported to be doing 
similar testing. 

The Public Health Service also has 
worked with the industry in establishing 
a recommended code * for coin-operated 
vending machines. Compliance with 
the requirements of this code is being 
used by the National Sanitation Foun- 
dation Testing Laboratory as one of 
the necessary requirements for approval. 

Extension and development of coin- 
operated vending in recent years has 
been startling and fantastic. This proc- 
ess has been stimulated by the wide- 
spread introduction of coffee breaks even 
in small factories, the moving of fac- 
tories to rural areas, and the desire to 
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establish sales of food and drink in 
scattered places where the volume of 
business does not justify maintaining 
full-time attendants. Where operators 
of vending machines have found them- 
selves in competition with a lunchroom 
across the street or around the corner, 
they have found it necessary to improve 
the taste appeal of their product. 


Machines for Hot Coffee and 
Chocolate 


The urge for taste appeal is evident 
in the development of machines for dis- 
pensing hot coffee. At first all dry in- 
gredients, namely, dehydrated coffee, 
granulated sugar, and dehydrated cream 
were used. At one stage of this de- 
velopment, machines were produced 


using all fluid ingredients, that is, melted 
frozen coffee concentrate, sugar sirup, 
and diluted evaporated milk. Now ma- 
chines are available which automatically 
brew and store small batches of coffee, 
use sugar in dry or sirup form, and use 


fresh fluid cream. The sanitation crite- 
rion for the use of fluid cream is the 
same as that for bulk milk dispensers, 
that is, a refrigerated compartment for 
storage of the cream in the machine, 
containers sanitized and filled mechani- 
cally at the milk pasteurization plant 
with no part which comes in contact with 
cream remaining in the machine. This 
involves either two containers in the 
machine with automatic switching from 
the emptied to the full one, or automatic 
switching from the emptied container to 
the use of dehydrated cream until the 
container is replaced. Among the most 
recent developments is the introduction 
of the coffee in the form of roasted beans 
to be automatically ground before brew- 
ing. The introduction of a roaster for 
green coffee beans remains for the 
future. 


Hot Chocolate 


Except for the grinding and brewing 
operations, the development of machines 


for dispensing hot chocolate has followed 
that of the coffee machine. For those 
who enjoy the flavor of home-made 
cocoa, most of these leave much to be 
desired. 


Cold Drinks 


Coin-operated vending machines have 
long been in use for cold drinks. These 
are of the postmix or premix varieties. 
The postmix machines generally require 
connection with the public water supply 
into which carbon dioxide gas is intro- 
duced and on coin impulse a paper cup 
is discharged, followed by the sirup 
selected out of the two or three flavors 
offered, and carbonated water. Several 
instances of copper poisoning have been 
reported caused by drinks from such 
machines. Copper has been dissolved 
by the slightly acid water either from 
water cooling tubes within the machines. 
or from copper pipe in the water sup- 
ply line where carbonated water was 
forced back at times when the gas pres- 
sure exceeded the water pressure. Single- 
check valves have proved ineffective in 
preventing this back-flow and some sani- 
tarians require double check valves. If 
the effectiveness of a single check valve 
is zero, any multiple of zero is zero, and 
until better protection is worked out the 
use of postmix machines is highly ques- 
tionable. In one instance, a drink 
drawn from the machine as soon as a 
case of copper poisoning was discovered 
and hospitalized, probably within half 
an hour, is reported as having shown 
on’ analysis 20 ppm of copper. It is 
quite likely that only the first or first 
few drinks drawn after the machine 
has stood idle for hours have caused 
acute poisoning. However, this appears 
to be an unnecessary hazard. 

The premix machines do not require 
a water connection and are kept sup- 
plied with two-gallon stainless steel tanks 
of fully mixed and carbonated drinks 
filled mechanically at the bottling plant. 
These tanks are washed and sanitized 
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mechanically. In the machine a tank 
of carbon dioxide gas is attached simply 
to provide pressure for forcing the drink 
through the stainless steel cooler to the 
delivery spout. The use of copper or 
bronze parts exposed to the drink is 
avoided. Several makes of machines 
of this type have been tested by the 
National Sanitation Foundation and the 
manufacturer has been granted the right 
to use its seal of approv al. 


Sandwich Vending 


Sandwich machines of many types 
have been used in the United States. 
Without public health supervision they 
offer possibilities for food poisoning. 
“Public Health Reports” relates an in- 
stance of at least two outbreaks of 
several cases of food poisoning (bacte- 
rial) traced to an unrefrigerated sand- 
wich machine in a small hospital. The 
rule was that at two o'clock every day 
sandwiches left in the machine were to 
be discarded and a fresh supply placed 
in the machine. One or more of the 
cases was reported as having obtained 
sandwiches from the machine after 2:00 
p-m., creating the suspicion that sand- 
wiches were being held over. 

Some of the early commercial sand- 
wich machines, although refrigerated, 
were open to the criticisms that the first 
sandwich in was the last out and that 
unless the service man was conscientious 
about laboriously moving the older ones 
forward each time he serviced the ma- 
chine some sandwiches, including per- 
haps some with egg salad or tuna fish 
salad fillings, might remain in the 
machine indefinitely. Furthermore, any 
passerby could pull out the electric con- 
nection, and some did apparently, to see 
if they could make the machine “jack- 
pot,” thus leaving it temporarily un- 
refrigerated. 

Unless the preparation of commercial 
sandwiches is under health department 
supervision, almost anything can happen. 
Tests in our laboratory have shown 
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standard plate counts in the millions in 
commercial sandwiches submitted by 
the manufacturer for testing. Placing 
stacks of sandwiches prepared in a 
warm room in a refrigerator with the 
expectation of cooling them quickly is 
nothing more than wishful thinking. 
By imbedding a _ thermocouple in 
the meat filling in the center of 
a cubical pack of 36 sandwiches 
made at 78°F and placed in a 
refrigerator at about 45° F it was found 
that the center had not reached 50° F 
overnight, that is, in about 15 hours. 
The ideal method of handling commer- 
cial sandwiches for vending, whether by 
machine or otherwise, is to “quick- 
freeze” the moistureproof wrapped sand- 
wiches and keep them frozen until 
placed in the refrigerated machine. 
Some experimental work is necessary to 
do this successfully without delivering 
a soggy or otherwise unacceptable sand- 
wich. 

A sandwich machine is now available 
which will store sandwiches at 50° F or 
lower for discharge in proper sequence 
either cold, hot, or toasted. Machines 
have been in use for some time that 
will deliver a wrapped heated frank- 
furter in a roll within 20 seconds after 
dropping money in the slot. 


Safety Devices 


In all these machines it is necessary 
to lock the electrical connection to dis- 
courage tampering with it and to pro- 
vide an automatic stop to prevent the 
resumption of vending following a tem- 
porary power failure until the machine 
is opened and reset. On drink-vending 
machines a similar stop is provided if 
refrigeration fails, if the supply of cups 
is exhausted, and if the waste bucket 
becomes more than two-thirds full. 


Hot Foods 


In the near future it will be possible 
to get a heated meal perhaps on a paper 
blue plate from a coin-operated vending 
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machine. Among the recent develop- 
ments are machines for vending small 
sealed cans of hot soups or hot food such 
as spaghetti, corned beef hash, goulash, 
and many similar foods. Generally 
these are held at 150° F in the machine 
for long periods of time. There would 
be less possibility of damage to flavor 
and food properties if only the cans 
likely to be dispensed within the hour 
were heated, but to our knowledge this 
has not as yet been developed. The 
most unsatisfactory feature of these ma- 
chines is the opening of the cans and 
the disposition of the food soiled covers 
and empty cans. Efforts are being made 
to develop an enclosed can opener which 
will be automatically washed after each 
use and which will catch and store the 
covers under the used wash solution. 


Sanitarians are not yet satisfied with 
this development. 


Conditions for Satisfactory Operation 


With the evaluation of new machines 
by sanitarians before they are placed in 
production, the employment of well 
trained men to service the machines, and 
occasional inspection by health depart- 
ment field men, food vending machines 
can be satisfactorily operated. 
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HEW Distinguished Service Awards 


A number of Public Health Service personnel have recently received Distinguished 
Service Awards of the Department of Health, Education, and Welfare. Among them 
is Bernard B. Brodie, Ph.D., chief, Laboratory of Chemical Pharmacology of the 
National Heart Institute, for his development of chemical pharmacology, a new field 
of medicine which has led to a basic understanding of drug action. 

Other Distinguished Award winners are Seymour S. Kety, M.D., of the National 
Institute of Mental Health; Alexander D. Langmuir, M.D., chief of epidemiology at 
the Atlanta Communicable Disease Center; and Eunice Rivers Laurie of the VD 


Branch in the same center. 


At the same time a Superior Service Award was granted to Ralph Boatman Smith, 
chief of the new drug branch of the Food and Drug Administration. 
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In analysis of data obtained from cytological screening of white 


and Negro women for cervical cancer is presented. The 


data are used to calculate average duration of carcinoma 


in situ and of invasive cervical cancer. 


PRELIMINARY FINDINGS OF THE MEMPHIS-SHELBY 
COUNTY UTERINE CANCER STUDY AND 


THEIR INTERPRETATION 


John E. Dunn, M.S.PH., F.APH.A. 


HE STUDY reported here was be- 
yo in the summer of 1952 after 
about one year of preparation, princi- 
pally to train the technician staff. The 
organization of the study has been de- 
scribed elsewhere.' The primary ob- 
jectives of the study are: (1) to explore 
the cytology technic as a device for mass 
screening of women for identification of 
asymptomatic cervical cancer, and (2) 
to acquire data that can be used to study 
epidemiologically the natural history of 
cervical cancer. The latter specifically 
is concerned with the chronological re- 
lationship of carcinoma in situ and in- 
vasive cancer of the cervix. 

The desire to use cytology as a mass 
screening technic necessitated certain 
compromises with what would have been 
ideal for the epidemiological objective. 
This concerned principally the type of 
specimen used. Any screening proce- 
dure has as a primary consideration the 
unit cost per person screened. This led 
to the vaginal pool specimen as_ the 
choice for this study. 

A consideration of the clinical and 
epidemiological approaches to the study 
of the relationship between carcinoma 
in situ and invasive cancer of the cervix 
has been presented previously.” Clinical 
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findings have continued to support the 
view that some carcinomas in situ pro- 
gress into the invasive stage. Questions 
as to the regularity of this progression, 
the usual time involved, and the invari- 
ability of the sequence are, however, 
still unanswered. The last question— 
the invariability of the in situ and in- 
vasive sequence—was answered logically 
and succinctly by Dr. Fred Stewart when 
he wrote, “. . . there being no other 
thing it can come from... .°* There 
can be little argument with this logical 
concept, and the real question is, does 
cervical carcinoma begin as a laterally 
extending surface change—the field con- 
cept as discussed by Stoddard *—with 
points of invasive break-through eventu- 
ally developing from the under surface 
of this field? Or do invasion and lateral 
spread usually go on simultaneously 
from the beginning? 


Epidemiological Approach to the Rela- 
tionship of in Situ and Invasive Cancer 
of the Cervix 


The epidemiologic approach to the 
questions regarding this relationship is 
not concerned with the fate of indi- 
vidual lesions, but rather with the way 
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Figure 1—Schematic Representation of the Morphogenesis of Cervical Cancer 


c 


Symptomatic 
Cancer 


Time (in years) 


in which these two types of lesions are 
occurring in a population of women. If 
they are unrelated diseases that happen 
to affect the same organ, then they 
should show no consistent relationships 
in their occurrence. The fact that car- 
cinoma in situ and invasive cancer of the 
cervix are both less frequent in Jewish 
than in other women, and that both le- 
sions are more frequent in Negro than 
in white non-Jewish women forces ad- 
mission at least of an association through 
other variables. If they are in fact dif- 
ferent stages of the same disease they 
should show, in addition, quantitative 
relationships consistent with such an 
identity. 

Cancer of the cervix is, or has been, 
ordinarily recognized as _ full-blown 
symptomatic invasive disease. Referring 
to the schematic representation of the 
genesis of cervical cancer in Figure 1, 
this is represented at point C. A count 
during some unit of time of the number 
of women in the female portion of a 
population who on the average have 
their cancers of the cervix recognized at 
this stage, expressed in terms of some 
convenient numerical population unit, is 
the incidence of the disease. The ac- 
curacy of this determination is dependent 
on the stability of the pattern for arriv- 
ing at a diagnosis for the particular dis- 
ease in the particular population. If, 


(Reproduced with slight modification from Cancer 6:875 (Sept.), 1953.) 


Invasive 
Cervical 
Cancer 


for example, a determination of the in- 
cidence of breast cancer were attempted 
at the time an educational campaign 
for breast self-examination were being 
promoted, an excess of breast cancers 
might be identified that would over- 
estimate the true incidence. Only when 
the population of women and their physi- 
cians settled into a new pattern of breast 
cancer suspicion and diagnosis would 
incidence again be determinable. With 
cervical cancer there is a much more 
disturbing element to the diagnostic 
pattern with the use of the cytology 
technic, since it is possible to identify 
not only invasive cervical cancers in all 
stages of development, but the prein- 
vasive intra-epithelial lesion of carci- 
noma in situ as well. It is doubtful 
whether there are many areas in the 
country where an accurate determina- 
tion of the incidence of cervical cancer 
is at present possible. 

Consider a hypothetical population of 
women who have been having their 
cervical cancers recognized in the symp- 
tomatic invasive stage represented by 
point C of the figure. If cytology is 
now introduced for all women as a 
screening procedure to identify those in 
need of diagnostic study, we would be 
bringing to recognition invasive lesions 
in all stages of development represented 
by the interval from B, the beginning of 
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stromal invasion, to C, the point of usual 
recognition. In addition, carcinomas in 
situ would be identified in all stages of 
development from point A, the minimal 
changes justifying such a diagnosis, to 
point B, where invasion is imminent. It 
must also be pointed out that point B 
might also represent spontaneous re- 
gression. If we express the numbers of 
in situ and invasive cervical cancers 
brought to recognition by our initial 
cytology screening in terms of units of 
the population screened, we would have 
the prevalence rates for these two lesions. 
If we continue to screen the population 
at periodic intervals with cytology to 
establish a new diagnostic pattern, we 
can again determine the incidence of dis- 
ease. Now, however, we will determine 
the incidence of carcinoma in situ when 
at or near stage A in our diagram. If 
invasive cervical cancers do not as a 
rule come from in situ lesions, we would 
be determining the incidence for in- 
vasive cancers that do not have such an 
origin at or near the stage for their de- 
velopment represented by B. If the in- 
vasive lesions do come from in situ 
lesions, and the interval between ex- 
aminations is less than the interval rep- 
resented by A to B, then we should fail 
to find invasive lesions and all would 
be recognized in the in situ stage. 

The incidence rate of a disease is the 
measure of the rate at which it is oc- 
curring per unit of time in a population. 
(Here all such rates are annual.) Ex- 
pressed in terms of a total population 
it is, in effect, the average of age-specific 
rates weighted by the number of people 
within each age-specific group. Since 
successively older age groups are being 
depleted by general forces of mortality, 
the incidence rate for a specific disease 
as usually expressed is a measure of the 
annual impact of that disease on a popu- 
lation as a competitor with all other dis- 
eases and lethal forces that are attack- 
ing and destroying the population. If we 
ignore the depleting effect of mortality 
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by not weighting age-specific rates by the 
numbers available in the specific age 
groups,” the average of the age-specific 
incidence rates then becomes the non- 
competitive or pure annual risk of de- 
veloping the disease for a similar popu- 
lation, but one with a constant increment 
of births and one that had never ex- 
perienced mortality and therefore has 
equal numbers in each age group. 

In our present consideration, there is 
the possibility of identifying a disease, 
assuming for the present that in situ 
and invasive cervical cancer are the 
same disease, at any one of three points 
in its genesis—A, B, or C in Figure 1. 
However if we identified it at B we 
would find that the individuals affected 
were older than if we identified the dis- 
ease at A; and older still if we identified 
the disease at C. One would expect, 
then, if we expressed the incidence rate 
for the disease at each of these points 
of disease development in terms of a 
general population that the rate at point 
A would be greater than at point B; and 


at point B greater than at point C. This 
would be so because the age-specific 
population weights that go into general 
population rates become smaller with 


successively older age groups. How- 
ever, if the age-specific rates were not 
weighted, we would expect their aver- 
ages to be nearly + the same whether 
the disease is identified at points A, B, 


* Actually age-specific rates are also 
weighted averages that reflect the cases and 
their corresponding populations for single 
years of age within the age span specified. 
With narrow spans for age groups, however- 
such as 5 or 10 years—the bias should be 
negligible and correction unwarranted. 

+ Theoretically, the average of age-specific 
rates at point A will exceed slightly that at 
point B; and that at point B will slightly ex- 
ceed that at C, if the disease outlives the popu- 
lation. At the time the population is dis- 
appearing at the end of the life span there 
is disease at point A that cannot reach point 
B because the end of the population life span 
has been reached; and similarly there is dis- 
ease at point B that cannot reach point C. 
Correction of this source of bias is possible 
if it seems warranted. 
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or C, if A, B, and C are indeed only 
different points in the genesis of a single 
Also, if the latter is true the 
average of the age-specific rates whether 
determined at points A, B, or C could be 
used interchangeably. 

Prevalence of a disease refers to a 


disease. 


point in time and is the number of in- 
dividuals with the disease at any stage 
between two points in the life history 
of the disease. Expressed in population 
units it becomes a prevalence rate. We 
have referred to the prevalence of un- 
diagnosed invasive cervical cancer that 
would come from an initial screening of 
a population of women with cytology. 
These would be cases represented by 
the interval B to C in the diagram. 
Also the prevalence of carcinoma in situ 
would be found, represented by the in- 
terval A to B. Again, to avoid the 
depleting effect of general mortality, it 
is necessary to use unweighted age- 
specific prevalence rates. Prevalence is 
the accumulated incidence of a disease, 
or some defined stage of a disease, from 
its origin to its ultimate fate. The 
magnitude of prevalence then, in terms 
of incidence—that is, the ratio of un- 
weighted age-specific prevalence rates to 
unweighted age-specific incidence rates 
—is a measure of duration. If incidence 
is an annual rate, average duration is 
expressed in years. 

To summarize then, if we have age- 
specific incidence rates for carcinoma in 
situ and invasive cancer from a popu- 
lation of women, and prevalence rates 
for these two lesions, we should be able 
to reach some conclusions as to their 
interrelationship and duration.* 


Presentation of Data 


At the time of the 1950 census there 
were nearly 169,000 women in Memphis 
and Shelby County 20 years of age and 
older. This was the age group to which 
cytology examination was to be offered. 
Almost two-thirds of these were white 


and the other one-third colored, largely 
Negro. 
for symptomatic invasive cervical cancer 
to which to relate the cytology findings 
a morbidity survey for cervical cancer 


In order to have incidence rates 


was carried out covering the years 1950 
1951.° 
data as well as the subsequent cytology 


As could be anticipated, these 


data showed cervical cancer rates for 
Negroes in considerable excess of those 
for white women. The data for these 
two groups, therefore, must be consid- 
ered separately. 

In addition to the cases of in situ 
and invasive cancers of the cervix being 
identified through cytology, a continu- 
ous morbidity survey has been attempted 
to identify those cases of cervical can- 
cer that were occurring and were being 
diagnosed among women in Memphis 
and Shelby County outside of the por- 
tion of the population taking advantage 
of cytology screening. 

The data discussed here cover the first 
three and one-half years of the opera- 
tion of the project, from mid-1952, when 
it began, through 1955. When the cur- 
rently available data are ready for analy- 
sis, there will be over 150,000 women 
who have had an initial examination, 
compared with the nearly 83,000  re- 
ported on here. Even more important 
will be the increased numbers that have 
had subsequent periodic screenings. 


Data from Initial Cytology Screening 


Table 1 gives the percentage distribu- 
tion of the female population of Shelby 
County 20 years of age and older by 
color at the time of the 1950 census, 
and for the various populations screened 
by cytology. As one might expect, the 
screened populations tend to be deficient 
in older women. This deficiency be- 
comes apparent for white women after 
age 50, and for Negro women after age 
40. 

Tables 2 and 3 contain the age-specific 
rates for invasive and in situ cervical 
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Table 1—Percentage Distribution of Women 20 Years and Older in Shelby County 
(1950 Census), and in First, Second, and Third Cytologic Screening 


Shelby 

Age Group County 
White 

Total Number 107,982 

20-29 29.1 

30-39 23.6 

0.49 18.6 

50-59 13.2 

60-69 9.1 

70 + 6. 4 


Colored 
Total Number 
20-29 
30-39 
40.49 
50-59 
60-69 
70 + 


60,863 


cancer identified in the populations of 
white and Negro women _ initially 
screened by cytology (columns 3 and 
after) and the incidence rates for clini- 
cally evident invasive cervical cancer 
found in the morbidity survey that pre- 
ceded the cytology screening (columns 2 
in Tables 2 and 3). The rates in col- 
umns 2, 3, and 6 of Table 2 are based 
on 122, 120, and 198 cases, respectively : 
and the corresponding columns 2, 3, and 
5 of Table 3 on 126, 106, and 152 cases, 
respectively. From the magnitude of 
the corresponding rates in these two 
tables, it is apparent immediately that 
cervical cancer is a more frequent dis- 
ease among Negro women. The ratio 
of the sum of the age-specific incidence 
rates for symptomatic invasive cervical 
cancer (column 2 of Tables 2 and 3) is 
1.6 (7.63 4.65). The ratios in the vari- 
ous age groups do not vary from this 
to any great extent except in the first 
age group. The latter might be expected, 
since this is the age group where clini- 
cally evident cervical cancer first makes 
an appearance and the difference in 
cervical cancer between white and Negro 
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First Second 
Screening 


Third 


Screening 


Screening 


seems to be largely one of intensity. 
The corresponding ratio for the cytologi- 
cal findings of invasive cancer prevalence 
is the same (64.80 /39.90 — 1.6). 


Duration of Presymptomatic Invasive 
Cervical Cancer 


When a screening program such as 
this is introduced to a population, the 
disease being sought continues to ap- 
pear in the unscreened population at its 
accustomed rate and in its accustomed 
form. Since cytological specimens are 
taken in physicians’ offices and clinics 
where the clinical disease has been cus- 
tomarily diagnosed, it is reasonable to 
expect that such specimens will be sub- 
mitted from some patients in the course 
of diagnosis in the conventional manner. 
A number of the invasive cervical can- 
cers included in the initial screening, 
therefore, belong more appropriately to 
the unscreened than to the screened 
population. This appears evident in 
Tables 2 and 3 (3rd columns) where 
the prevalence rates for all invasive 
cervical cancers found in the screened 


| 
| 53,585 15,929 4,185 
&§ 33.1 27.4 24.2 
| 30.9 33.3 34.2 
20.0 23.6 27.6 
10.1 11.1 10.4 
4.4 3.8 3.1 
1.5 0.8 0.5 
— 29,372 10,076 
26.3 41.0 37.6 
24.2 26.6 27.4 
20.9 17.8 18.3 
14.0 9.2 10.8 
9.0 3.9 4.7 
5.5 1.5 1.2 
865 


Table 2—Incidence of Symptomatic Invasive Cervical Cancer, and Prevalence of 
Undiagnosed Invasive and in Situ Cervical Cancer per 1,000 White 
Women in the Indicated Age Groups 


Prevalence of Undiagnosed 
Cervical Cancer Found by Cytology 


Residual 


for Cytology Prevalence 


Incidence Cytology When Non- of Carci- é 
of Sympto- All Cases Cases with No screened Popula- noma in 
Age matic Invasive from Symptoms and tion Expected Situ Found 
Group Cervical Cancer Cytology Unsuspected Is Satisfied by Cytology 
(1) (2) (3) (4) (5) (6) 
20-29 0.03 0.11 0.06 0.06 2.42 
30-39 0.33 1.57 1.33 1.33 4.77 
40-49 0.78 2.70 1.58 2.52 4.20 
50-59 0.96 4.81 3.15 3.15 2.78 
60-69 1.20 7.71 5.57 4.28 5.57 
70 + 1.35 23.00 7.26 1.21 3.63 
Sums * 4.65 39.90 23.37 


18.95 12.55 


*In discussion of the methodology being used here, reference was to the unweighted average of age-specific rates 
and its explicit interpretation. However, where ratios are being used, sums serve as well as averages. 


Ratios for duration: 


(1) Total invasive prevalence (column 3) 


(2) Prevalence unsuspected (column 4) 


(3) 


Invasive incidence (column 2) 


Invasive incidence (column 2) 


Invasive incidence 


(a) Residual prevalence (column 5) 1 


39.90 
4.65 
18.95 
4.65 


8.6 years 


4.1 years 


= 2.7 years 


(b) For invasive disease having its origin before age 70: 


Residual for cytology 


Invasive disease 


populations appear excessively high. 
They also become more excessive in the 
older ages where response to the avail- 
ability of cytological screening is poor- 
est. If we compute the ratio of the sum 
(see footnote Table 2) of these age- 
specific prevalence rates to that of the 
morbidity incidence rates (ratios (1) 
under Tables 2 and 3), we have esti- 
mates of over eight years for the average 
duration of invasive cervical cancer 
before it is usually recognized. I be- 


lieve everyone would agree that this 
seems excessive. 

An attempt was made by two means 
to obtain more realistic rates. 


In the 


If in situ and invasive cancer are same disease : 
In situ prevalence (column 6) 


Invasive incidence (column 2) 


2.02 


3.73 


3.2 years 


23.37 


5.0 years 
4.65 


one instance, those cases having symp- 
toms and/or clinically suspect at the 
time of examination were eliminated. 
The clinical evaluation was that made by 
the physician at the time of his examina- 
tion. This procedure provided the rates 
in the fourth columns of Tables 2 and 3. 
This produced considerable reduction in 
rates; and computing ratios with the 
sums of age-specific incidence and preva- 
lence rates as before, provides estimates 
of 4.1 years for white and 3.7 years for 
Negro women as the average duration 
of invasive cervical cancer before usual 
clinical recognition (ratios (2) under 


Tables 2 and 3). 
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Table 3—Incidence of Symptomatic Invasive Cervical Cancer, and Prevalence of 
Undiagnosed Invasive and in Situ Cervical Cancer per 1,000 Negro 
Women in the Indicated Age Groups 


Prevalence of Undiagnosed Invasive 

4 Cervical Cancer Found by Cytology 
Incidence - —— - 
of Sympto- No Symptoms 


~ Prevalence 
of Carcinoma 


Age matic invasive All Cases and Unsuspected in Situ Found 
f Group Cervical Cancer from Cytology with Symptoms by Cytology 

(1) (2) (3) (4) (5) 
20-29 0.12 0.66 0.42 4.40 
30-39 0.54 1.53 1.15 6.91 
10-49 1.67 4.58 2.48 5.91 
50-59 1.61 11.15 4.83 2.23 
60-69 2.07 16.65 5.26 4.38 
70 + 1.62 30.23 13.95 6.98 


7.63 


Sums 


Ratios for duration 


64.80 


(1) Total invasive prevalence (column 3) 64.80 " 
Invasive incidence (column 2) 7.63 
(2) Prevalence unsuspected (column 4) 28.09 : 
- —— years 
Invasive incidence (column 2) 7.63 


Another attempt was made to isolate 
those invasive attributable to 
cytologic recognition by using the con- 
tinuing morbidity findings. If we say 
that the portion of the total female popu- 
lation that remained unscreened each 
year was entitled to continue having in- 
vasive cervical cancer at the rate indi- 
cated by the precytology morbidity sur- 
vey, then any deficit of observed as 
compared to expected numbers for this 


cases 


unscreened population can be consid- 
ered to represent those who inadvertently 
got into the screened population. De- 
ducting these from the screened popula- 
tion findings would leave a residual that 
could be claimed to be found by cytologi- 
cal examination. This can be done only 
for the white population and is shown 
in the fifth column of Table 2. The 
ratio of the sum of these rates to the 
sum of the morbidity incidence rates 
provides an estimate for the duration of 
asymptomatic invasive cervical cancer 
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If in situ and invasive cancer are the same disease 
In situ prevalence (column 5) 


Invasive incidence (column 2) 


30.81 


7.63 


4.0 years 


of 2.7 years (ratio (3, a) under Table 
2). 

It will be noted in comparing the rates 
of columns 4 and 5 of Table 2, that the 
principal difference is the low rate for 
the age group over 70 in column 5 which 
resulted from only a single case remain- 
ing as a residual in this age group to be 
attributed to cytology. This, of course, 
is the population age group about which 
there is the most uncertainty because 
of small numbers and possibly other 
age-group characteristics. The average 
duration of invasive cervical cancer hav- 
ing its origin before age 70 can be de- 
termined * and this provides an esti- 


* If we assume no new disease develops at 
age 70 and beyond, we are left with a prev- 
alence of disease at the end of age 69 which 
needs to terminate as incident cases of sympto- 
matic invasive disease in the age group 70-79 
years. The prevalence rate at the beginning 
of age 70 is reduced by the incidence rate for 
age 70 and over for successive years until 
exhausted. The sum of these prevalence rates 
for individual years divided by 10 gives a prev- 
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mate of 3.2 years (ratio (3. b). Table 


Duration of Carcinoma in Situ 


It was pointed out in the earlier dis- 
cussion of the methodology being used 
here that the unweighted age-specific in- 
cidence rates determined at any point in 
the genesis of a disease will be equivalent 
(their sum or average being nearly the 
same) and they can be used: interchange- 
ably. Incidence rates for carcinoma in 
situ are not available, and as will be 
seen below, the populations having re- 
peat examinations reported here are in- 
adequate to provide them. If we make 
the assumption that carcinomas in situ 
are the source of and do progress to in- 
vasive cancers, we can use the incidence 
rates for symptomatic invasive cancer 
found in the precytology morbidity sur- 
vey (column 2 of Tables 2 and 3) as a 
substitute for such rates. The ratio of 
the sum of the age-specific prevalence 
rates for carcinoma in situ to the sum 
of the age-specific incidence rates of 
symptomatic invasive cancer (ratio (4) 
under Table 2 and ratio (3) under Table 
3) indicate that under these conditions 
the average duration of carcinoma in 
situ would be about five years for white 
women and nearly four years for Negro 
women. If the assumption concerning 
the invariable progression of in situ 
lesions is incorrect because some of 
them regress, but invasive lesions do 
have an in situ stage, then these are over- 
estimates. If in situ and invasive lesions 
are irregularly related or unrelated, of 
course, these determinations are mean- 


ingless. 


alence rate for the age group 70-79 years. 
Disposing of the prevalent disease generates 
an incidenve rate for this age group that is 
one-tenth of the initial prevalence rate at age 
70. If we assume the 60-69 year prevalence 
rate is also that for women entering their 70th 
year the ratio for (3, b), becomes: 


(12.55-1.21) +.0.68 12.02 
(4.65-1.35) + 0.43 


Data from Repeat Cytology Screening 


As stated earlier a population of 
women being examined periodically for 
cervical cancer with cytology will be hav- 
ing disease recognized at a new point in 
its genesis. To refer again to the dia- 
gram in Figure 1, this is at or near point 
A for carcinoma in situ, and at or near 
point B for invasive cervical cancer if 
not preceded by an in situ stage. The 
rates at which these are appearing will 
now be incidence rates. 

Unfortunately the period covered by 
the data being reported here did not 
allow a large volume of women to 
enter the repeat screening populations. 
Among white women, there were 15,929 
having a second cytology examination 
during the period covered by the data. 
and 4,185 who had a third. Amang 
Negro women, 10,076 had a_ second 
cytology examination and 2,517 had a 
third examination. When presently 
available data are ready for analysis, 
there will be nearly 60,000 women with 
second examinations, and over 30,000 
with three or more. Since incidence 
rates are annual, populations will be ex- 
pressed on a person-year basis. 

The findings for white women 
screened the second and third time are 
given in Table 4. The person-years 
shown for women having a second ex- 
amination are for those having negative 
cytology on initial examination. In ad- 
dition to these, there were 192 women 
with something other than negative 
cytology on first examination, but in 
whom malignancy was not diagnosed. 
and in whom sixteen additional cases of 
carcinoma in situ and one invasive 
cervical cancer were found at second ex- 
amination. This group of women will 
not be considered further because of the 
uncertainty of their status at first exami- 
nation. ; 

Obviously the numbers of cases in 
Table 4 are inadequate for calculating 
usable age-specific rates. When age- 
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Table 4—Resalts of Cytology Screening of White Women, for Second and Third Time 


Second Screening 


Age Person- 


Group Years Cancer 


Invasive Carcinoma 
in Situ 


Third Screening 
Carcinoma 
in Situ 


Invasive 
Cancer 


Person- 
Years 


5,864 


20-29 3 
7,109 8 
2 
3 


30-39 
410 49 5,079 
50-59 2,377 
60-69 821 
70+ 169 


Total 21,419 


specific incidence rates for carcinoma in 
situ are available, it will be possible to 
compute the average duration of this 
lesion irrespective of its relationship to 
A biased 
estimate can be made, however, by com- 
paring the number of cases found here 
with what would be expected if one ap- 
plied the carcinoma in situ prevalence 
found on initial examination. If the 
carcinoma in situ prevalence rates of 
Table 2, column 6, are applied to these 
populations, it would be expected that 
a population like that screened the sec- 
ond time would have had 81 cases of 
carcinoma in situ. The ratio of the ex- 
pected prev alence cases to the observed 
incidence cases (81/16) would provide 
an estimate of 5.1 years for the average 
duration of carcinoma in situ. For the 
population screened the third time the 


invasive cancer of the cervix. 


expected carcinoma in situ prevalence 
would be 18 cases, and the ratio of this 


number to the observed (18/4) pro- 
vides an estimated average duration of 
4.5 years. Again it should be pointed 
out that there is the same bias in this 
method of estimating duration as there 
would be in using total population rates. 
In addition the populations that partici- 
pated in second and third screenings are 
especially deficient in older women. 

A population like that screened the 
second time would be expected to pro- 
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1,097 
1,552 
1,259 
472 
143 
25 


4,548 


duce ten cases of symptomatic invasive 
cervical cancer a year according to the 
experience prior to cytological screen- 
2. Table 2). If in- 
beginning inva- 
which the four 
observed represent, were avail- 
able, the expected number would be 
increased slightly. The deficit in the 
number of invasive cervical cancer cases 
observed as compared to those expected 
is consistent with the hypothesis that 
at least some invasive cervical cancers 
have their origin in carcinoma in situ. 
The deficit of invasive cases occurs be- 
cause these cases were removed as car- 
cinomas in situ on first screening. 
However, this is not true for the popu- 
lation of women screened a third time. 
A population of women like this would 
have been expected to produce almost 
two cases of symptomatic invasive cer- 
vical cancer in the time since the second 
screening according to the precytology 
experience (rates of column 2, Table 2), 
and this would be increased slightly if 
incidence rates for beginning invasive 
cervical cancer were available. Here, 
then, there is no deficit of invasive can- 
cer to ascribe to carcinoma in situ 
origin. It would be unwise, however, 
to attempt to draw any sweeping conclu- 
sions on the basis of two cases. This 
inconsistency between the second and 


ing (column 
rates for 
cancer, 


cidence 
sive cervical 


cases 


1 

16 2 1 
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Table 5—Results of Cytology Screening of Negro Women, for Second and Third Time 


Second Screening 


Third Screening 


Age Person- Invasive Carcinoma Person- Invasive Carcinoma 
Group Years Cancer in Situ Years Cancer in Situ 
20-29 5,714 10 798 1 
30-39 4,127 l 13 831 ] 3 
40-49 2,634 4 2 716 l 2 
50-59 1,499 2 1 427 l 
60-69 7 1 2 179 
70+ 179 1 47 
Total 14,800 8 29 2,998 3 6 


the third screenings will be commented 
on further. 

The findings for the second and third 
screenings of Negro women are given 
in Table 5. The population of women 
included for the second screening are 
those who had a negative cytological 
examination on the first screening. As 
with the white women, an additional 209 
women with other than negative cytology 
on the first screening were found to have 
14 cases of carcinoma in situ and two of 
invasive cervical cancer on the second 
screening. These also will not be con- 
sidered further. 

Here again the deficiency in the num- 
ber of cases for most age groups makes 
the calculation of age-specific rates un- 
warranted. Using the same procedure 
as for the white populations, and the 
carcinoma in situ prevalence rates of 
Table 3, column 5, the population 
screened a second time would have an 
expected prevalence of 76 cases of car- 
cinoma in situ, and the population 
screened a third time, 15 cases. The 
ratio of these to the observed numbers 
provides an estimate of 2.9 years 
(76/29), and 2.5 years 15/6) for the 
duration of carcinoma in situ. Again 
it should be pointed out that there is 
the same bias in these estimates and 
older age group deficiencies as was true 
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for the white population. However, they 
are both definitely less than the similar 
estimates for the latter. Earlier it was 
pointed out that the excess of cervical 
cancer in Negro women was obvious 
from a‘comparison of their rates with 
those for the white women, and the 
rajios of the sums of their age-specific 
rates for symptomatic invasive cancer in- 
cidence and for invasive cancer preva- 
lence were 1.6. The similar ratio for 
carcinoma in situ’ prevalence is 1.3 
(30.81 /23.37). The excess here is not 
as marked, and this would be consistent 
with the possibility that the average 
duration for carcinoma in situ in Negro 
women may be somewhat less than for 
white women. 

The Negro women screened the sec- 
ond time would have an expected num- 
ber of 11 cases of symptomatic invasive 
cancer from the rates of column 2, 
Table 3. This again would be slightly 
more if incidence rates for beginning 
invasive cervical cancer were available. 
The observed eight cases indicate some 
deficit that would be consistent with the 
hypothesis that some invasive cancers 
have a carcinoma in situ origin. How- 
ever, again the population screened a 
third time has no deficit of invasive can- 
cers since the three observed are about 
what might be expected. 
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Discussion 


It would be unwise to attempt to draw 
too many firm conclusions from the data 
that have been presented here. Much 
still needs to be done in characterizing 
the screened populations regarding fer- 
tility, pregnancy, source, and so forth, 
as possible sources of bias. Considera- 
tion will also have to be given to estimat- 
ing the efficiency of the cytology method 
as used here for any corrections of rates 
that may seem indicated. Also there 
are those women who were under sus- 
picion because of cytological findings 
but who failed to have their diagnostic 
study completed. Some of these should 
have contributed to the rates as cases 
of in situ or invasive cervical cancer and 
some corrections may be indicated. 

The data from the initial cytology ex- 
amination are the more adequate for 
analysis. From these, estimates were 
made for the average duration of asymp- 
tomatic invasive cervical cancer from 
the time of beginning stromal invasion 
to the time of usual diagnosis that 
ranged between three and four years. 
It is possible that these are conservative 
estimates. The denominator of the 
ratios that provided the estimates is 
based on the cervical cancer experience 
of the whole adult female white and 
Negro populations prior to starting the 
cytological screening program and are 
therefore as exact as possible. The 
numerator of the ratio, however, is based 
on the results of cytological screening 
and some of the reasons why the rates 
so determined may need to be corrected 
upward were given above. On the other 
hand, the screened population may be 
selectively biased for women who have 
had pregnancies and the complications 
therefrom, and thus represent a group 
with greater risk of cervical cancer. If 
this were true, it would tend to offset 
any deficiencies in the rates going into 
the numerator. The true average dura- 
tion of asymptomatic invasive cervical 
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cancer, then, may well be within the 
three- to four-year range when its more 
exact determination is possible. There 
would appear to be considerable advan- 
tage, therefore, in the earlier discovery 
of invasive cervical cancer for women 
who are placed under periodic cytologi- 
cal surveillance. 

The data available at this time for 
considering carcinoma in situ are far 
less adequate. If carcinoma in situ is 
the precursor of invasive cervical can- 
cer, then estimates that can be made 
indicate that the average duration for 
such lesions is in the range of four and 
five years. This would be from the be- 
ginning of such lesions, as detectable by 
the cytological technic used here, up 
to the time of stromal invasion. These 
estimates are valid only if the in situ- 
invasion sequence is the constant pattern. 

An estimate of the duration of car- 
cinoma in situ that does not involve any 
assumption about its ultimate fate will 
be possible when incidence rates for this 
lesion become available. Rather uncer- 
tain estimates were attempted using the 
observed cases found in the populations 
screened the second and third time and 
the expected prevalence of in situ cases 
in such populations according to initial 
screening experience. For white women 
the estimates that resulted were 4.5 to 5 
years; and 2.5 to about 3 years for 
Negro women. These can be regarded 
as nothing more than very crude esti- 
mates and may well prove to be quite 
inaccurate when adequate data are 
analyzed. 

Of considerable interest is the fact 
that for both white and Negro women 
screened a third time there appears to 
be no deficit of invasive cervical can- 
cer to be accounted for by the removal 
of carcinomas in situ in previous screen- 
ings. Such deficiencies did appear to 
be evident for women screened a second 
time, even though here one might ex- 
pect that “missed” cases from first 
screening would exaggerate the apparent 
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incidence more than would be true for 
any subsequent screening. (The preva- 
lence cases at initial screening are sev- 
eral times as numerous as _ incidence 
cases in subsequent rescreenings so that 
for any fixed quantitative efficiency of 
the cytological technic being used, the 
carry-over of “missed” cases would be 
greater from initial screening than from 
subsequent screenings. ) 

The data have not yet been analyzed 
for possible explanation of the apparent 
inconsistencies in the invasive cervical 
cancer findings of second and third ex- 
aminations. Additional data may re- 
solve the apparent discrepancy as due 
to the insufficient third screening results 
available at this time. What does ap- 
pear to be fairly certain, however, is 
that at least a proportion of cases pro- 
gress from negative cytology to positive 
cytological findings from an early in- 
vasive cervical cancer within a year. 
Considering the proportion of new le- 
sions found in repeat screening that 
proved to be early invasive carcinomas 
(4/20 and 26 for white women: 8/37 
and 3.9 for Negro women). it suggests 
that somewhere between a fourth and 
a third of such new lesions may already 
be invasive within a year. This indi- 
cates nothing regarding the potentiality 
of the in situ lesions. 

It is of interest that Nieburgs, et al..° 
in reporting the results of a similar gen- 
eral population study found that for 
new cases discovered among women un- 
dergoing repeat screening. 12 were car- 
cinomas in situ and four were early 
invasive cancers. 


Conclusions 


A preliminary report is given of an 
analysis of data resulting from the 
cytological screening of 53,585 white 
women in an initial examination, and 
of 20,114 a second or third time, as well 
as of 29.372 Negro women who had an 
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initial examination and 12,593 women 
examined a second or third time. 

Calculations of the average duration 
of invasive cervical cancer resulted in 
estimates ranging from three to four 
vears from the time of beginning in- 
vasion to the time of usual diagnosis 
in this community. More detailed analy- 
sis may modify these estimates slightly 
but they should be near this range. 
Periodic cytological examination, then, 
offers considerable advantage in the 
sarlier discovery of invasive cervical 
cancer. 

Calculations were made of the average 
duration of carcinoma in situ on the 
assumption that the in situ-invasive se- 
quence invariably occurs. This provided 
estimates of four years for Negro women 
and five years for white women. Very 
crude estimates not requiring this as- 
sumption are about the same for white 
women but somewhat less for Negro 
women. 

The results of the second screening 
offer some support for the hypothesis 
that at least some invasive cervical can- 
cers have their origin in carcinomas in 
situ. The small number of results from 
the third screening, however, does not 
support the hypothesis, although addi- 
tional data may reconcile the apparent 
discrepancy. It does seem certain, how- 
ever, that a substantial proportion of 
cervical malignancies progress from 
negative to positive cytological findings 
associated with an early invasive cancer 
within a year. 
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Carnegie Grant to WICHE 


\ major addition to the current program in the health sciences and professions 
of the Western Interstate Commission on Higher Education is made possible by a 
grant from the Carnegie Corporation. By this project 13 western states and terri- 
tories will work together to prepare for doubled college enrollments through inter- 
state planning in higher education. The Carnegie grant is making possible regional 
studies, workshops, and conferences, financing, getting additional teachers, and 
making maximum use of existing facilities and buildings. 

\ conference on state universities financing in April brought together state 
budget officers, legislators, and university officials. Studies are being developed on 
the need for teachers, current and proposed output, migration pattern of college 
teachers, and the need for expanded facilities. 

The area of public health and medical education has been in the forefront of 
WICHE’s concern. There is but one school of public health in the region; a number 
of the states have neither medical nor dental schools. Studies have already been 
undertaken in the field of dental and nursing education. There is also a Mental 
Health Training and Research Council with explorations under way toward the 
development of a psychiatric residency program between universities and state hos- 
pitals on an interstate basis. 
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The relations between the hospital and the community have been 


discussed from several points of view in previous issues of the 


Journal (April and June). The location of the physician’s private 


office in the hospital, the factors involved in this arrangement, 


and its consequences for the provision of medical care 


are presented in this article. 


PHYSICIANS’ PRIVATE OFFICES AT HOSPITALS 


C. Rufus Rorem, Ph.D., C.P.A. F.A.PH.A, 


HERE IS a current evolution in medi- 
Er practice which is bringing staff 
members into closer relationships with 
hospitals. Many individual physicians 
are maintaining offices for consultation 
with and diagnosis and treatment of 
private patients who pay fees directly to 
the doctors who, in turn, pay established 
rentals for these facilities. 

A study of private office practice at 
hospitals is being conducted by the Hos- 
pital Council of Philadelphia through a 
grant from the Division of Hospital and 
Health Medical Facilities of the Public 
Health Service. Several hundred non- 
profit community hospitals which are 
not directly connected with medical 
schools now provide office facilities for 
doctors on hospital property or in struc- 
tures adjacent to hospital buildings. 

This development is entirely separate 
from the provision of offices for full- 
time members of the medical faculty or 
directors of clinical services at commu- 
nity hospitals. It may also be contrasted 
with activities at proprietary hospitals 
owned by physicians who maintain 
offices at the institutions. 


Limited Type of Group Practice 


The establishment of physicians’ pri- 
vate offices at hospitals has not evolved 
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as a social demonstration of effective 
use of capital investment. Facilities 
have been provided at the request of 
physicians who wish to conserve time 
in the care of patients and to avoid per- 
sonal capital investment which would be 
necessary if equivalent services were to 
be rendered in private individual offices. 

The arrangement is a limited form of 
group practice. Doctors occupy con- 
tiguous office facilities, share certain 
overhead expenses, and are available to 
each other for consultation and the 
referral of private patients. 

The institutions studied have been 
limited to those where the tenant-physi- 
cians are engaged in competitive prac- 
tice without sharing their income on the 
basis of regular salaries or some type 
of contractual distribution. At some in- 
stitutions, however, small private groups 
have been formed which conduct their 
practice within the facilities provided. 


Many Different Patterns 


The arrangements for physicians’ pri- 
vate offices are not identical. They exist 
in both small and large institutions, in 
villages as well as in metropolitan areas, 
in remodeled facilities, and in spe- 
cially constructed buildings on hospital 
grounds. Some are commercially owned 
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and operated on land adjacent to non- 
profit community hospitals. Usually the 
facilities are connected with the inpatient 
facilities by hallways, bridges, tunnels, 
or sheltered passageways. 

This paper describes the general ad- 
ministrative and financial arrangements 
of typical programs and attempts to indi- 
cate their advantages and limitations for 
doctors, hospitals, and the 
public. 

Physicians’ private arrange- 
ments are found in Boston, Hartford, 
New York, Philadelphia, Pittsburgh, 
Detroit, Chicago, Atlanta, Memphis, 
Shreveport, Houston, Denver, and Los 
Angeles. They are also available in 
many smaller cities, such as Princeton, 
N. J.; Kalamazoo, Mich.; Rockford, 
Ill.; and West Memphis, Ark. 

There is no marked geographic con- 
centration of doctors’ private offices at 
hospitals, but there are 10 such institu- 
tions among the membership of the 
Hospital Council of Philadephia. They 
include such well known nonprofit, 
nonteaching hospitals as the following: 
Abington Memorial Hospital, Bryn 
Mawr Hospital, Pennsylvania Hospital, 
Episcopal Hospital, Stetson Hospital, 
Burlington County Hospital at Mount 
Holly, N. J., Children’s Hospital in 
Philadelphia, and Lankenau Hospital. 

The most extensive program is found 
at the Presbyterian Hospital Center, New 
York City, where 64 offices, with a total 
of 46,000 square feet, provide full-time 
and part-time facilities for 256 members 
of the full-time and part-time attending 
staff. Tenant-physicians pay monthly 
rentals for full-time or part-time occu- 
pancy, or an hourly fee for occasional 


patients, 


office 


services to private patients. 


Hospital Ownership Prevails 


Most of the private offices are located 
in facilities which have been remodeled 
or renovated for the purpose, or in spe- 
cial buildings constructed at the time of 
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expansion or change of location. Special 
floors for doctors’ offices in the Phila- 
delphia area have been provided in new 
buildings at the Lankenau and the Epis- 
copal Hospitals. Separate buildings 
have been erected by the Baptist Memo- 
rial Hospitals in Memphis, Atlanta, and 
Little Rock. Others are located in spe- 
cially constructed facilities at the Prince- 
ton Hospital, N. J.; the Methodist 
Hospital, Kalamazoo, Mich.; and the 
Rockford Hospital, Rockford, Ill. At 
the Chicago Wesley Memorial Hospital 
a large wing with seven floors for doc- 
tors’ offices is nearing completion. 

Private corporations own office facili- 
ties adjacent to the Bryn Mawr Hospital 
in Pennsylvania and the Hartford Hos- 
pital, Conn. The former was financed 
by an architectural and construction 
firm. The building is managed by a 
committee of five three of 
whom represent the owners, one the 
tenants of the building, and one the 
management of the hospital. At Hart- 
ford the money was provided by an in- 
surance company which operates the 
building as a business investment. Each 
of these two buildings occupies land 
which had been purchased from the hos- 
pital and which adjoins hospital prop- 
erty. 


persons, 


Lease Agreements 


Rentals paid by tenant-physicians are 
usually about the same as those charged 
at other office buildings in the commu- 
nity. This equality results from three 
basic factors: to avoid unfair competi- 
tion with private business investors in 
the community; to assure earnings equal 
to other hospital investments; and to 
avoid criticism that a nonprofit institu- 
tion permits any financial advantage to 
ensue for the benefit of private indi- 
viduals. 

As a general rule, eligibility to occupy 
these facilities is limited to active mem- 
bers of the medical staffs of the hospitals 
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involved. A problem may arise when 
the offices are insufficient to accommo- 
date the entire staff. Such problems 
have been avoided by obtaining appli- 
cations for leases before renovation or 
new construction is undertaken. But 
doctors may be given original priority 
on the basis of rank and length of serv- 
ice on the staff. After the initial as- 
signment, new tenants are generally ac- 
cepted in the order of their applications. 


Certain Legal Problems 


The physicians’ private offices are le- 
gally considered as private business ac- 
tivities of the hospital. The institutions 
have not challenged the right of local 
assessors to levy real estate taxes com- 
parable with those assessed on office 
buildings and other similar property in 
the area. 

The general attitude of the Internal 
Revenue Service has been that such fa- 
cilities are a natural and related activity 
of hospitals and that income received by 
the institutions is not subject to federal 
taxation. 

There appear to be no legal difficulties 
involved if the hospital should desire to 
apply certain endowment funds to the 
construction of doctors’ offices which are 
productive of revenue to the institution. 
A number of hospitals have done so. 
Legal opinions indicate that the validity 
of such action is based on whether the 
investment is prudent and likely to yield 
as much revenue as alternative invest- 
ments in stocks, bonds, and other securi- 
ties or real estate. 

Some institutions have obtained capi- 
tal for construction through loans from 
insurance companies or local banks 
which recognize the doctors’ offices as 
revenue-producing activity protected by 
the general credit of the corporation. 

Government taxation has not been 
explicitly used for the construction of 
doctors’ offices. Some rural hospitals. 
including those financed by federal 
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“Hill-Burton” grants, have provided 
doctors’ offices for which members of 
the attending staffs pay regular rental 
fees. No instances are known of a gen- 
eral public campaign for voluntary con- 
tributions to construct doctors’ offices 
to be used by private practitioners. 


Motives Prompting Action 


The motives for the establishment of 
doctors’ offices have been varied in de- 
tail but similar in their broad objectives, 
namely: to achieve convenience and save 
time for physicians and patients and also 
to increase utilization of hospital facili- 
ties. The immediate cause for one large 
hospital was a change of location from 
a crowded center-city area to an exten- 
sive suburban tract. The medical staff 
and their patients were required to 
travel greater distances, but there was 
convenient space for parking automo- 
biles. After six months’ experience with 
the new location, a number of attending 
staff members requested that doctors’ 
offices be provided. At present 57 of a 
staff of 100 doctors maintain offices at 
the institution, most of them on a full- 
time basis. 

In one suburban area, zoning laws 
prohibited doctors from maintaining 
offices in apartment houses unless they 
personally occupied part of the space 
as living quarters. This led to the con- 
struction of several office buildings in 
the community, one of which was lo- 
cated at the hospital. 

During World War II a large Phila- 
delphia hospital had the opportunity to 
buy a medium sized vacant office build- 
ing adjacent to the hospital grounds. 
It was converted to house 47 physicians. 
many of whom also retained offices else- 
where. The building was connected with 
the hospital by a tunnel. After 14 years. 
these private offices are in constant de- 
mand, with pressure upon the institution 
to furnish additional quarters. 

When a new hospital was built in 
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Chicago 20 years ago, certain members 
of the attending staff had also been 
owners of a proprietary institution at 
which they maintained private offices. 
Upon assurance that private offices 
would be available, the doctors disposed 
of the proprietary hospital, and 17 trans- 
ferred their practice to the new institu- 
tion. The hospital is now building. a 
facility which will accommodate 100 
additional members of the attending 
staff. 

The trend toward physicians’ offices 
at hospitals is occurring within the gen- 
eral framework of individual competi- 
tive medical practice. Some income- 
sharing groups have rented space within 
facilities, just as groups and individual 
physicians have done in other office 
buildings. To our knowledge, the exist- 
ence of doctors’ offices at hospitals has 
not, of itself, inspired the development 
of private group medical practice. But 
it has acquainted many doctors with the 
economies and convenience of practice 
in close proximity to other physicians 
and the scientific equipment of a modern 
hospital. As a rule, the physicians are 
not selected or admitted to the offices 
with a view to maintaining a balance 
among the various professional special- 
ties. 


Advantages for Physicians 


The following advantages have been 
mentioned by physicians who have oc- 
cupied private offices at hospitals. Much 
time is saved in transportation between 
a downtown location and the hospital. 
Referral to other practitioners may be 
easily accomplished. Emergencies with 
respect to inpatients are more easily 
handled when the doctor is able to care 
for them without canceling office ap- 
pointments. 

The ready availability of the hospital 
equipment apparatus 


diagnostic and 
avoids certain capital investment by the 
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individual doctor. Patients become ac- 
climated to hospital visits and are less 
apt to resist inpatient hospitalization 
when this becomes medically necessary. 

Doctors find it more convenient to 
make rounds of hospital inpatients. At 
least one physician mentioned that his 
being at the hospital made him more 
available in case of an emergency. He 
orders private-duty nurses for his pa- 
tients less frequently. 

Doctors’ offices at hospitals are most 
popular with surgeons, obstetricians and 
other specialists who hospitalize a rela- 
tively high proportion of their patients. 
They are less attractive to such special- 
ists as pediatricians, psychiatrists, or 
dermatologists. 


Doctors’ Criticisms 


Certain disadvantages of doctors’ 
offices at hospitals have been mentioned. 
Practitioners no longer perform as many 
revenue-producing minor laboratory 
tests. It might be argued, of course, 
that they have more time to perform 
other services involving higher profes- 
sional capacities and fees. Some physi- 
cians have feared the possibility that 
hospital representatives would attempt 
to exercise improper contro! of medical 
practice. 

There has been a suggestion that a 
tenant-doctor might enjoy unfair ad- 
vantage by virtue of being located at 
the institution. In fact, it appears that 
a doctor with an office at the institution 
is more likely to be called upon for 
emergency care of staff service cases. 

A busy surgeon at one hospital who 
recently closed his “other office,” men- 
tioned a minor problem. Relatives 
visiting inpatients find it convenient to 
stop by the doctor’s office and “chat” 
about their family members. He ac- 
cepts this fact as the natural result of 
his availability which creates offsetting 
advantages. 
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Patient's Viewpoint 


Patients have found the hospital loca- 
tion of doctors’ offices to be convenient. 
The doctor is always “in,” or within 
easy call somewhere at the institution. 
Office appointments are not cancelled 
because of emergencies occurring with 
postoperative cases at the hospital. 

The patient may regard the hospital 
as a one-stop medical shopping center. 
It is easy to obtain consultations with 
other physicians as prescribed by his 
doctor, or to visit hospital departments 
for specialized diagnostic and treatment 
services. 

From the patient’s point of view doc- 
tors’ offices should be accessible and 
reasonably convenient to visit. pa- 
tient will follow his doctor to almost any 
location for inpatient hospitalization, 
which he experiences only once in sev- 
eral years and during which he remains 
at the institution. But he may be reluc- 
tant to visit a doctor’s office regularly if 
the trips involve discomfort, inconven- 
ience, or embarrassment. 


Hospital Attitude 


Hospital trustees and administrators 
believe that establishment of doctors’ 
offices has fostered a feeling of unity 
between the institution and medical staff, 
which might be impossible or difficult 
with other arrangements. The physi- 
cians develop more intimate contact with 
institutional care, including matters of 
expense. They observe more critical 
phases of their patients’ recovery and 
develop a better understanding of the 
duties performed in their absence. 

Staff committees find it easier to 
achieve full attendance at meetings when 
the doctors maintain their offices at the 
hospital. Many sessions formerly held 
during late evening hours are scheduled 
before the doctors leave for the day. 

The existence of doctors’ offices at the 
hospital increases the private ambulatory 


diagnostic services performed by hospi- 
tal departments. This results in a greater 
utilization of the public’s investment in 
the institution and makes possible a 
maximum economy in the provision of 
services. 

Many hospital staffs and trustees have 
contemplated establishment of doctors’ 
offices at the institutions. They have 
been held back by various factors, of 
which the following may be mentioned. 
Renovation or construction costs money, 
and some of the institutions have been 
unable or unwilling to borrow additional 
funds or to apply existing assets to this 
purpose. Other groups have feared that 
difficulties might arise in the assign- 
ment of space when there was an insufli- 
cient number of offices to accommodate 
all doctors. The latter problem might 
be solved by asking physicians to indi- 
cate their interest in advance of the 
investment in the new facilities. First 
choice would be given those who indi- 
cate their desire before expenditures 
have been undertaken. 

One hospital administrator questioned 
the value of leasing office space to doc- 
tors. At the institution, a number of 
medical staff members are given free 
office space in which they conduct prac- 
tice on a “geographic full-time” basis. 
The administrator felt that a landlord- 
clinic relationship would create special 
difficulties beyond those which he had 
already encountered. 

Doctors who maintain offices at the 
hospitals are unanimous in their opin- 
ion that this arrangement has permitted 
them to practice better medicine with 
the same expenditure of time and energy, 
or to provide equivalent medical service 
with less difficulty and inconvenience. 
The arrangement encourages and per- 
mits more personal contact with bed 
patients. Patient rounds are completed 
more often regardless of emergency calls 
to critically ill patients. 

The development of doctors’ offices at 
hospitals must ultimately be appraised 
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in terms of value to the general public, 
the hospitals, the patients, and the medi- 
cal profession. Economic advantages 
should be shared with the patients who 
receive the services as well as the public 
which provides the facilities. 

This trend is a demonstration of the 
effective use of capital investment and 
the coordination of professional services 
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with institutional activities. Those who 
have undertaken the arrangement do not 
consider it to be a revolutionary practice 
or a demonstration in the field of public 
health. Potential values from the public 
health point of view are great, and there 
is every probability that they will be 
more fully realized in the immediate 
and long-run future. 


Dr. Rorem is executive director, Hospital Council of Philadelphia, Phila- 
delphia, Pa. 

This paper was presented before a Joint Session of the American Association 
of Hospital Consultants and the Medical Care Section of the American Public 
Health Association at the Eighty-Fifth Annual Meeting in Cleveland, Ohio, 
November 12, 1957. 


Nearly 100 Group Dental Care Plans 


For professional and lay groups interested in organizing dental prepayment pro- 
grams the Division of Dental Resources of the Public Health Service has prepared 
a “Digest of Prepaid Dental Care Plans, 1958.” This new 46-page publication 
describes nearly 100 known active group dental care plans. Information on the 


plans includes methods of operation, benefits, coverage, as well as name, address, 
sponsorship, date established and areas served, eligibility requirements, and size of 
enrollment. For four of the more comprehensive plans—three on the Pacific Coast, 
one in New York City—dental fee schedules are reproduced in their entirety. 

Single copies are available from the Division of Dental Resources, Public Health 
Service, Washington 25, D. C. 
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Just what are the needs for nursing of a population outside of the 


hospital? 
County, Pa. 


To arrive at an answer, a study was organized in Butler 


How this study is being carried out, what tools 


are being used and what problems have been encountered 


are the themes of this article. 


STUDYING EXTRA-HOSPITAL NURSING NEEDS: 


A PRELIMINARY REPORT 


Janice E. Mickey, R.N., M.S., F.A.P.H.A. 


OR SEVERAL years in teaching princi- 
F ples of public health nursing when 
the class entered the part of the course 
dealing with program and staff plan- 
ning, the students were given the old 
1:5,000 and 1:2,000 or 2,500 formulas 
to assist them in deciding how many 
nurses would be needed by a given com- 
munity. They talked about suiting the 
staffing and program to the local situa- 
tion, but there was not too much to help 
them know concretely about the needs 
of the population directly related to 
nursing. 

A colleague from the field of biostatis- 
tics started asking questions about nurs- 
ing needs for the population at large 
and these questions could not be satis- 
factorily answered. He then challenged 
the formulas, and it was not possible to 
find objective evidence of their validity. 
Not too long after that the nursing 
groups of the Commonwealth of Penn- 
sylvania decided to conduct a survey 
of nursing needs and resources, and 
some of the questions from various local 
committees again pointed out the need 
for studying the problem. 

For many years administrators of pub- 
lic health nursing programs have been 
concerned with the problem of securing 
services to meet community needs. This 


problem is particularly important at 
present when the nature and extent of 
community needs are being modified 
by changes in patterns of hospitalization. 
What people want and will accept from 
nursing is constantly changing with in- 
creased community education programs. 
Patients with home care needs seem to 
be multiplying by leaps and bounds. 
Questions cannot help but come to mind 
when administrators are besieged by de- 
mands for new and different services 
and an evaluation is needed of what the 
basic needs are for the population at 
large. The ferment finally resulted in 
an approach to Johns Hopkins Univer- 
sity and later to the Division of Nursing 
Resources of the Public Health Service. 
A nursing research grant was made by 
the Public Health Service in the sum- 
mer of 1956 to finance the study. 


Purpose and Aims 


The object of this study is to arrive 
at a method of securing an estimate of 
the present nursing needs of people at 
home. Its specific aims are: (1) to de- 
velop a procedure for estimating extra- 
hospital nursing needs of the general 
population, and (2) to apply this pro- 
cedure to one county in a preliminary 
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test of its effectiveness as an administra- 
tive tool. 

For these purposes a nursing need has 
been defined as a situation in which the 
individual or family has a health prob- 
lem that requires nursing assistance. 
This may include therapeutic care, health 
teaching, counseling, or guidance. It 
also assumes that the family does not 
have prior knowledge or competence to 
meet the situation and that the provi- 
sion of nursing service would produce 
change. 

Nursing needs defined as extra-hospi- 
tal in nature are those that would not 
be met in the locality being studied by 
a hospital or nursing home and which 
would require service from some com- 
munity nursing group, such as public 
health nurses, school nurses, or indus- 
trial nurses. 


Method 


The basis of the method employed is 
the use of a single nursing interview in 
which the interviewer decides whether 
the members of the family have health 
problems that would lend themselves to 
public health nursing service if it were 
available. The sample of families to 
be visited consists of a random selection 
of households in one county, sufficiently 
large to make it possible to generalize 
from the data and to obtain for that 
county an estimate of the extra-hospital 
nursing needs of the population. 

To see how reliable this estimate is 
nursing service is being given by the 
nursing group of the county health de- 
partment to all households where the 
interviewer considers the health prob- 
lems to be amenable to nursing care. 
Just in case important needs are missed 
in the interview, another check is made 
by selecting at random a group of fami- 
lies not judged to have such nursing 
needs and referring them also to the 
health department. These follow-ups 
should reveal whether the needs found 
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by the interviewer stand up in a service 
setting, whether the interviewer is over- 
sensitized to needs, or whether the single 
interview diagnosis misses many impor- 
tant problems that can be discovered 
only with intensive home care. 

In defining a nursing need, it was 
stated that the need should be of such 
a nature that the situation would be 
changed by the provision of nursing 
service. It is hoped that nursing can 
do something either to improve the 
family’s ability to work with the prob- 
lem or to assist, if possible, in removing 
it. To see whether these needs have 
changed a subsample is selected for a re- 
interview after the nurse from the health 
department has closed out the case if 
it is a referred family, or after a period 
of three months if the family is not re- 
ferred. Obviously, this is a rough meas- 
ure of change, for other things may 
happen in the interval which will either 
change the family’s health situation or 
bring about the appearance of new 
needs. Nevertheless, it seems desirable 
to experiment with this method, since the 
difference that nursing might be expected 
to make is a major factor in determin- 
ing administrative importance if needs 
are found. 


Location of the Study 


One may wonder where there is a 
health department willing to participate 
to the extent that has just been described. 
If one considers that the sample of 
households for this study is approxi- 
mately 1,000 and that to be able to gen- 
eralize from the findings it has been 
estimated that 3 per cent of the total 
population must be reached, then one 
knows it cannot be located where there 
is a large department. 

Butler County, Pa., has a new county 
health department, just established in 
1953 as a demonstration of a decen- 
tralized department. Last November it 
was voted in by the population in a 


referendum that passed by an_ over- 
whelming majority of four to one. 
While the department was being organ- 
ized, the Graduate School of Public 
Health at the University of Pittsburgh 
maintained a close relationship and as- 
sisted in every way it could. One of 
its undertakings was a study under the 
direction of the Department of Bio- 
statistics to obtain demographic, socio- 
logic, and health characteristics of the 
population to be used later as a base line 
for evaluation of the health department 
program. A complicated sampling pro- 
cedure was set up that made it possible 
to pull the present sample without hav- 
ing to start from the beginning and 
thus saved this project many thousands 
of dollars. It also furnished valuable 
background material about the county. 

Most important, the staff of the depart- 
ment expressed great interest in seeing 
this study take place in Butler County. 
The health officer and supervising nurse 
liked the idea immediately and assisted 
in laying the basic plans. The commu- 
nity has lent its support in every way 
and as a result it has been possible to 
continue even with the loss of the origi- 
nal health officer and supervising nurse. 
The County Board of Health has backed 
the study and this group made it possi- 
ble to secure the approval of the County 
Medical Society, a most necessary fac- 
tor since nurses would be giving service 
to private patients who had not origi- 
nally requested this assistance. So far, 
there has not been a single instance of 
lack of cooperation from the medical 
group. 

Through the health department's Nurs- 
ing Technical Advisory Committee it 
has been possible to work out necessary 
relationships with school nurses, indus- 
trial nurses, and nurses working in the 
local hospital. Other community health 
and welfare groups have shown deep in- 
terest in the study. The newspapers and 
radio stations have lent every support 
by helping to pave the way for the in- 


terviewers when they go into the homes. 
The result of one newspaper story lends 
some human interest. When it was an- 
nounced last summer that the study they 
had been hearing so much about was 
to get started at last, the next morning 
the study director was asked to come 
see a little lady who had presented her- 
self at the health department switch- 
board. She said she lived 10 miles out of 
town in a small village and had come 
to town to shop that day. She wanted 
to be sure that the nurse would not 
make a futile visit to her home. When 
she was advised that the homes were 
being visited at random and there was 
no way of knowing right then whether 
she was in the group, her face fell. A 
question clarified the situation and it 
was discovered that she had a problem 
with a very sick niece and wanted a 
chance to see if something could be 
done to help her. She was immediately 
referred to the nursing service. Until 
she read the newspaper article she had 
no idea of where to turn to see if some- 
thing could be done to help her with 
an overwhelming problem. 

Butler County has an estimated popu- 
lation of around 104,000 and is located 
just north of Pittsburgh. About one- 
third of the residents live in urban areas, 
one-half in the open country, and the 
rest live in small villages. There are 
industries in Butler City, but it is pri- 
marily an agricultural section with a 
stable population. To meet the public 
health nursing needs there is a staff of 
seven nurses in the health department, 
13 nurses work in the schools, and the 
industries have a few nurses. There is 
no voluntary nursing service so that the 
health department gives bedside nurs- 
ing care where it is possible to do so. 
Because of the extra load caused by this 
project, provision is made in the study 
budget for an extra staff nurse. The 
nurses are expected to provide whatever 
nursing service is needed for the study 
families, regardless of the demands of 
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their other programs, otherwise the find- 
ings will be skewed. 


Interview Schedule 


The greater part of the past year has 
been devoted to the development of an 
interview schedule and a manual of in- 
structions for the interviewers. It might 
also be added at this time that it took 
approximately 14 weeks of intensive 
work to pull the sample from the basic 
information available and to outline the 
segments where the interviewers would 
make their visits. 

This interview schedule has been de- 
veloped from a list of potential needs 
for care based on the official American 
Nurses’ Association statement of func- 
tions for public health nurses in staff 
positions. Questions fall into two gen- 
eral groupings: 

1. Questions designed to secure data rela- 
tive to needs for bedside nursing care and 
treatment for acute and long-term illness, for 
pre- or posthospital care, for rehabilitation, 
and for diagnostic services. 

2. Questions designed to secure data re- 
garding practice, skills, knowledge, and atti- 
tudes in relation to such things as home care 
of the sick and ability to recognize illness, 
general family health practices, and family 
health protection, including periodic health 
appraisals and immunizations. 


This spring a tentative schedule was 
developed and tested with a group of 
families known to the health department 
who were willing to be “test cases” and 
who represented a variety of health 
problems. After each visit, a detailed 
analysis was made of the findings and 
necessary changes were incorporated. 
When it seemed that the schedule was 
adequate for its purpose, it was taken 
to Baltimore and set up for coding. For 
the most part, the schedule is self-coding 
so it will be less expensive for other 
nursing groups to use, should it prove 
worth while. The present schedule is 
set up for IBM tabulation. A small part 
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of the schedule must be finished by a 
coder, but a check of the entire schedule 
is necessary anyhow and can be done at 
the time the remainder of the coding is 
completed. 

The schedule consists of two parts. 
The first part deals with information 
that is needed from any household, such 
as a household roster, data on the pres- 
ence or absence of acute and long-term 
illness, immunization status, housing 
and sanitation problems, family food 
habits, and so forth. The rest of the 
schedule consists of special sheets that 
are filled out only if they pertain to the 
particular family; these include, for in- 
stance, maternity and newborn care, in- 
fant and preschool care, needs of the 
older age group, actual acute or long- 
term illness, and pre- or posthospital 
nursing care needs. There are all to- 
gether 18 categories of needs. 

After each category has been investi- 
gated, and the types of nursing needs 
have been established, the interviewer 
makes judgments for each applicable 
category about the intensity of the need 
(or health problem), the ability of the 
family to cope with this problem, and 
the presence or absence of nursing po- 
tential (which is defined as the likeli- 
hood that nursing can diminish the prob- 
lem and/or increase the family’s ability 
to cope with it). 

In judging the intensity of the health 
problem the interviewer codes the find- 
ings on a five-point scale. One indicates 
no need, two indicates a slight need, 
three signifies that the need is moderate 
in nature, four indicates a serious need, 
and five means that the need is critical. 
For each of the 18 categories separate 
criteria are set up to assist the inter- 
viewer in making this judgment. As it 
is impossible to include every possibil- 
ity, she chooses the point on the scale 
that most nearly fits the situation. 

For example, in the category dealing 
with infant and preschool children, the 
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criteria to be used as a guide are as 
follows: 


No Need—No apparent problems, child pro- 
gressing very well, appears healthy, growth 
and development seems normal for age, caus- 
ing parents no concern. Under medical su- 
pervision in past year. 

Slight Need—Child seems to be doing well 
in general. Has only one or two minor prob- 
lems that should tend to be self-limiting. 
Mother relaxed in giving care. Under medi- 
cal supervision in past year. 

Moderate Need—Has one problem, such as 
feeding or sleeping, that is moderate in nature 
or a combination of several problems that are 
normal for age, but family needs knowledge 
to understand and work with them. Lack of 
medical supervision for children one year and 
older. 

Serious Need—Have problems serious 
enough to be interfering with their growth 
and/or adjustment or upsetting to family. For 
example, family concept of discipline is so 
strict as to interfere with child’s development 
or security. Lack of medical supervision for 
children up to one year of age. 

Critical Need—Extreme problems of growth 
and/or adjustment. In serious conflict with 
parents and/or siblings. Lack of medical su- 
pervision for all children. 


In estimating the family’s ability to 
cope with health problems the inter- 
viewer also records her findings on a 
five-point scale. Instead of having a 
separate set of criteria for each cate- 
gory, there is just one set to be used 
for the entire schedule. She records one 
of the following: unable to cope, slight 
ability to cope, moderate ability to cope, 
good ability or excellent ability. Just 
to give an idea of what these are like, 
two examples are cited, as follows: 

Unable to Cope—Family appears to be en- 
tirely unable to manage its problems, through 
lack of knowledge or ability to use it, or is 
unable to do so because of marked disinter- 
est. Unable to see needs, or refuses to make 
changes. Have not sought assistance in seri- 
ous conflicts. Unable to follow suggestions 
or unable to plan. 


At the other end of the scale: 


Excellent Ability—Family appears to be 
able to meet all its own needs without addi- 
tional teaching and guidance. Seeks early 
medical guidance and copes well with doctor's 


orders. Parent-child relationships in balance. 
Understands and carries out preventive health 
measures for family. 


Using these estimates as a basis, the 
interviewer decides whether nursing 
visits should or should not be recom- 
mended. If she is recommending care, 
she then makes an estimate of how many 
visits she thinks will be necessary to 
work with the need in each category and 
recommends the length of time it should 
take, up to a period of six months. 


Estimates for the Family as a Whole 


After completing all estimates for each 
category, the interviewer then transfers 
this information to a summary sheet 
where she then sees a profile of needs, 
ability to cope, and recommended nurs- 
ing visits by category for the entire 
household. She makes a judgment, for 
the family as a whole, of the intensity 
of its health needs, its ability to cope. 
and then decides whether nursing visits 
should be recommended. If the answer 
is yes, she estimates how many visits 
over what period of time, up to six 
months. She takes into consideration 
the fact that virtually all public health 
nursing visits are multipurpose in na- 
ture and allows for an integrative factor 
instead of using simple addition in com- 
ing to this decision. These estimates 
are the ones which the entire study is 
set up to discover. 

At this point the reader may well ask 
how the families accept such a barrage 
of interrogation. Actually, we have been 
amazed at the reception given the inter- 
viewers. Recently we counted the re- 
fusals for the first 100 families and were 
astonished to find there had been just 
four unwilling to cooperate. This does 
not mean that it has always been easy to 
get a foot in the door, for when the in- 
terviewer first approaches the house she 
does not even have a name, and because 
she carries a brief case to the average 
housewife it probably means the ap- 
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proach of a sales person. It takes real 
salesmanship to get permission to come 
into the house, and the first words the 
interviewer utters hastily assure the re- 
spondent that she is a nurse. She tells 
the family she comes from Johns Hop- 
kins University and these seem to be 
magic words. She then gives the pur- 
pose of the study in a simple sentence 
or two and seeks interest in cooperating 
by pointing out that by participating 
the family is helping its own health de- 
partment and, hopefully, other health 
agencies throughout the country in the 
future. She reassures the respondent 
that all information is strictly confiden- 
tial and that there are many questions 
to be asked. To alleviate anxiety about 
having to reveal what one does not wish 
to tell she then emphasizes the fact that 
only those questions are to be answered 
that the family wants to talk about. This 
reasurrance seems to do away with the 
concern of being placed in an uncom- 
fortable position and has made it pos- 


sible to ask all questions in all homes 
without raising undue apprehension. 

It seems that farm families are happier 
to have the nurse come than are families 


living in the urban areas. Perhaps this 
is because visitors are rarer in the coun- 
try. This is also apt to be due to the 
fact that in town the doorbell is always 
being rung by salesmen. 

Another question may relate to how 
long it takes to complete such a formid- 
able interview. Surprisingly enough it 
averages around one hour and 10 min- 
utes in the home, but varies from 35 
minutes to two hours, depending upon 
the size of the family and the multiplic- 
ity of problems. This sounds as if the 
interviews are progressing at a rapid 
rate, but that is not the case. Since the 
study stabilized itself, the nurses are 
averaging a little over one and a half 
completed schedules per day. This 
sounds unreasonable, but there are some 
problems that have not yet been dis- 
cussed. One is due to the complexity of 
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the sampling process which has not been 
covered in detail. Briefly, this is how 
the interviewer finds her families. In 
the urban areas she is given a map with 
a block outlined where she is told to 
start with such and such a street num- 
ber and to progress around the block 
clockwise until she has picked up no 
more than six households. This is not 
too difficult, but in the rural areas and 
in the villages it is a different matter 
entirely. She goes out carrying a large 
road map, aerial maps, a compass, 
and a magnifying glass. On the road 
map and on the aerial map small sec- 
tions are marked off in red. These sec- 
tions are called segments. She must be 
sure she has the exact boundaries located 
and she then starts with the first house- 
hold in the northwest corner of the seg- 
ment and proceeds clockwise from there. 
Further time is needed for complet- 
ing and recording the estimates before 
handing in the schedule. 

Another question in the reader’s mind 
may be: How many of the households 
with nursing needs are being referred 
to the health department? At first a 
large number were referred, but this 
number has fallen off a bit as the study 
has progressed. It has been fascinat- 
ing to see how referrals seem to be in- 
fluenced by the background of the nurse 
and by her concept of what public health 
nursing should be. Study advisers keep 
pointing out that there is such a thing 
as interviewer bias that cannot be wholly 
eliminated, but it does have to be faced, 
and if at all possible the method itself 
should be sharpened to negate as much 
of it as possible. There seems to be 
more difference between interviewers in 
the area of recommending nursing visits 
than in any other part of the schedule. 
One interviewer is consistent in recom- 
mending very few households for any 
nursing service, but when she does the 
families tend to have serious problems 
and she suggests intensive care over a 
long period of time. Another recom- 
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mends considerably more of the house- 
holds, including more families present- 
ing moderate or slight needs. She tends 
to recommend fewer nursing visits over 
a shorter period of time. Does this 
reflect a basic difference in philosophy? 
Perhaps so, for it may mean that one 
feels that the more serious the need, the 
more nursing is needed while the other 
thinks a health program should be work- 
ing with the slight and moderate needs 
to keep them from becoming more 
serious. 

Recently part of a consistency check 
was completed on 20 interviews where 
two interviewers visited the same house- 
holds with one nurse conducting the in- 
terview and both recording separately 
what was seen and heard. The results 


were then tabulated and some of the 
findings were most gratifying. The 
greatest concern was whether the method 
was tight enough to make it possible for 
two people to arrive at fairly consistent 
estimates for the intensity of need, abil- 
ity to cope, and number of visits recom- 


mended for the family as a whole. Three 
interviewers were involved in this check. 
In every one of the 20 families except 
four the estimates for intensity of need 
and ability to cope were identical. The 
differences were of only one digit which 
the statisticians have assured us are not 
significant. There were more differences 
in number of visits recommended and 
more of these differences were signifi- 
cant. There is more variation in the 
estimates for separate categories. This 
pointed out the need for giving more 
direction in certain areas, noticeably 
family food habits and the family’s need 
for diagnostic and medical care. By 
and large, the estimates for the intensity 
of need are more consistent than is the 
measurement of the family’s ability to 
cope, though the latter is coming out 
better than had been expected. 

In summarizing this section on the 
interview schedule it is important to 
point out that a biostatistician who 


looked at these interesting differences 
advised us to look more critically at the 
schedule so as to make it as foolproof as 
possible in helping the interviewer to 
come to an accurate judgment on in- 
tensity of needs and ability to cope with 
them. These are the most critical judg- 
ments to be made and should be arrived 
at in the same way by these interviewers, 
by any others who may join this study 
or take part in other studies that may be 
made in the future. He justified this 
advice by pointing out that communities 
other than Butler County have the right 
to decide what emphasis they wish to 
make in planning programs and that 
philosophy is bound to vary from one 
place to another. If it is possible to 
give them a tool that will help in assess- 
ing their basic needs, then they can make 
the decision on how to attack the prob- 
lems. This sounds like excellent guid- 
ance and continued efforts will be made 
to further refine this part of the method. 

Finally, there is one problem we still 
have. It has been extremely difficult to 
stimulate enough interest from public 
health nursing leaders to be able to re- 
cruit the necessary personnel. We have 
been most fortunate in finding the 
women who are working with the study 
and they have been doing far more than 
they were hired to do in the first place. 
They have worked with the tedious job 
of pulling the sample, have actively par- 
ticipated in the development of the 
schedule, and in writing the manual. 
Indeed, these would not be in nearly as 
good shape if they had not argued each 
point every step of the way. But to do 
the whole job in the allotted time more 
interviewers are needed. One of the 
present nurses has repeated over and 
over how much more meaningful her 
recent year of graduate study would 
have been if she had had the opportunity 
to work with such a study first. Let it 
be said right now that we would not 
have the present interviewers if several 
nursing leaders had not seen what this 
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opportunity might mean to one of their 
group and referred them. But, by and 
large, there must be a fear of research 
itself that has to be hurdled before we 
in public health nursing take our right- 
ful place with the others who are look- 
ing at themselves and making program 
adjustments based on objective evidence. 

Since only 150 of the 1,000 house- 
holds have been interviewed as of No- 
vember 9, 1957, it remains to be seen 
whether this particular study has any 
merit. If by happy chance it does prove 
to have some usefulness, we will have 
taken one more step forward in the quest 
for the public health nursing program 
that will be able to meet the basic needs 
of our people. If it is successful, it will 
be because of the concerted effort of 
many people from various disciplines. 
Most of all, it will be due to the co- 
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operation of the many families who have 
welcomed the interviewers and the nurses 
from the health department with enthu- 
siasm. They see this as an opportunity 
to join hands with professional people 
in raising the health status of their 
community. 
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Radiological Health and Air Pollution Workshops at Minnesota 


Radiological health and air pollution are the subjects of two, two-week workshops 
to be given by the University of Minnesota School of Public Health in cooperation 
with the Public Health Service. The dates are, respectively, July 21—-August 1 and 
August 4-15. Enrollment is limited to 25 in each. Tuition is $52.50 for one or 
$64.50 for the two. Those with academic qualifications are eligible for three hours 
of credit for each workshop. 

Application form and further information from School of Public Health, 1325 
Mayo Memorial Bldg., Minneapolis 14, Minn. Housing information from Director 
of Student Housing, 204 Eddy Hall, or for dormitory housing to Pioneer Hall or 
Centennial Hall. 
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International assistance to developing countries for development, 


improvement, and extension of maternal and child health work is 


discussed. 


A few commonly encountered problems in maternity 


care and in programs for infants and children are reviewed. 


The conclusion is drawn that developing countries must develop 


MCH programs to fit their circumstances. 


MATERNAL AND CHILD HEALTH IN THE 
DEVELOPING COUNTRIES—PROGRESS, 


PROBLEMS AND PROMISE 


Jessie M. Bierman, M.D., M.P.H., F.A.P.H.A. 


= PREOCCUPATION with stock tak- 
ing and evaluation which in recent 
years has characterized public health 
practice in the United States has spread 
to the international health agencies. The 
UN agencies concerned with health are 
now reappraising their efforts after a 
number of years of rapid expansion on 
uncharted courses. During the early 
years there was a great push to get pro- 
grams started, to recruit personnel, and 
to show results. As was true in this 
country in the early days after the pas- 
sage of the Social Security Act, the 
efforts sometimes resembled Stephen 
Leacock’s man on the horse who rode 
off in all directions at once! But much 
has been learned from the experience. 
A recent stocktaking exercise in inter- 
national maternal and child health was 
the review of the joint World Health 
Organization/United Nations Children’s 
Fund activities made at the request of 
the Joint Committee on Health Policy.' 
After considering this review of the over- 
all program at its meeting in Geneva last 
May, the committee recommended that 
further studies of selected aspects of 


maternal and child health activities be 
presented to the Joint Committee every 
two years, thus establishing a pattern 
for continuing evaluation of the assist- 
ance programs. 

This paper describes briefly the prin- 
cipal methods used by WHO and 
UNICEF to assist governments in im- 
proving their maternal and child health 
services, with some of the evidence of 
progress to date, and discusses some re- 
quirements for continuing progress in 
the future. 


Emphasis on the Training of Personnel 


From the beginning both WHO and 
UNICEF have placed a high priority on 
assistance in the training of personnel. 
From 1947-1956, WHO awarded 601 
fellowships for study abroad of various 
aspects of maternal and child health. 
These included public health training 
with major emphasis on maternal and 
child health, courses in child health and 
puericulture, pediatrics and obstetrics, 
and periods of observation of various 
maternal and child health services. Of 
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the 92 maternal and child health fellow- 
ships awarded in 1956, 71 went to physi- 
cians and 21 to nurses who came from 
44 countries or territories and studied 
in 27 countries. 

The broad scope of the fellowship 
program is indicated by the figures for 
fellowships awarded in all fields. Stu- 
dents came from 149 countries or terri- 
tories and studied in 113 countries. 
Sixty-five per cent are physicians, 12 
per cent nurses, 6 per cent sanitarians, 
and 17 per cent represent other fields. 

Another approach to training is 
through assistance given to the estab- 
lishment and improvement of training 
facilities within countries. For this pur- 
pose, WHO has assigned international 
personnel to work with the governments 
and UNICEF has provided the needed 
equipment, supplies, and transportation 
to the training institutions with stipends 
for certain categories of trainees. 

Table 1 summaries the distribution by 
countries of three kinds of “within- 
Some 


country” assistance by WHO. 
40 MCH demonstration and training 
projects have been established in 29 


countries (column A). In these WHO 
has provided a team consisting of an 
MCH medical officer and one or more 
public health nurses and midwives. 
These teams, working with their coun- 
terparts provided by the governments, 
establish demonstration MCH units 
which then serve as centers for orienta- 
tion and refresher courses for profes- 
sional personnel in MCH and for the 
training of auxiliary health workers. In 
a second tvpe of training project (col- 
umn B) experienced nursing and mid- 
wifery tutors have been provided to 
help 34 countries to establish new train- 
ing institutions or to improve existing 
ones. Several countries have had such 
assistance in more than one _ place. 
Third, medical schools in 11 countries 
have been assisted to establish or to 
upgrade departments of pediatrics (col- 
umn C). In all three types of projects 
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the country provides counterpart per- 
sonnel who work with the international 
staff and carry on when the latter are 
withdrawn after two or more years. A 
fourth type of maternal and child health 
assistance has been the provision of 
short-term consultant services in various 
aspects of MCH (column D). The table 
indicates only the parts of the total 
WHO program designated specifically as 
MCH assistance. It is recognized that 
several other types of assistance are 
directly related to maternal and child 
health. In 1956 roughly one-fourth of 
WHO funds expended in the assisted 
countries were for MCH, nursing and 
midwifery, and nutrition services. And, 
of course, children are the chief bene- 
ficiaries of programs of environmental 
sanitation and of control measures for 
endemo-epidemic diseases. 

Large numbers of auxiliary person- 
nel, such as assistant midwives, nurses, 
and sanitarians, have been provided with 
short periods of simple training so as 
to facilitate as rapidly as possible the 
extension of minimal maternal and child 
health services. As a result of the train- 
ing programs, thousands of new mater- 
nal and child health centers have been 
established, especially in rural areas. 
UNICEF has provided equipment for 
the centers, transportation for supervi- 
sory personnel, kits for nurses and mid- 
wives, and dry milk, vitamin supple- 
ments, and drugs for use in the centers. 
During the past five years more than 
40 countries have received this assist- 
ance from UNICEF. 

Despite the fact that many thousands 
of health workers have been trained and 
millions of mothers and children are 
being served in newly established health 
centers and in their homes, only a small 
proportion of the population in many 
countries receive even the minimal serv- 
ices rendered by auxiliary personnel and 
everywhere there is need to improve the 
quality and broaden the scope of the 
services. The latter can be brought 


Table 1—WHO Assistance in MCH to Countries, 1948-1956 “Within-Country” 
Training Projects and Consultant Services 


Country 
by Region 


Country 
by Region 


Southeast Asia 
Afghanistan 
Burma 
Ceylon 
India 
Nepal 
Indonesia 


Thailand 


Western Pacific 
Brunci 
Cambodia 
Hong Kong 
Japan 
Malaya 
North Borneo 
Philippines 
Sarawak 
Singapore 
Taiwan 
Viet-Nam 

Eastern 

Mediterranean 
Egypt 
Ethiopia 
Iran 
Iraq 
Israel 
Jordan 
Lebanon 
Libya 
Pakistan 
Syria 
Tunisia 
Sudan 


* MCH integrated with rural health projects. 
A—MCH demonstration and training projects. 


B—Assistance to nursing and midwifery training institutions. 


C— Assistance to medical schools. 
D—Short-term physician consultant services. 


about only as the numbers of adequately 
trained professional workers increase 
and the governments are able to estab- 
lish and maintain posts for supervisors, 
consultants, instructors, and program 
directors. It has to be remembered that 
the international aid constitutes a very 
small part of the total effort being made 
by the governments who are straining 


The Americas * 
Bolivia 
Brazil 
Chile 
Colombia 
Dominican 

Republic 
Ecuador 
El Salvador 
Guatemala 
Haiti 
Mexico 
Panama 
Paraguay 
Peru 
Uruguay 


Europe 
Greece 
Italy 
Spain 
Turkey 
Yugoslavia 
Austria 

Africa 
Nigeria 
LaReunion 
Mauritius 


their resources to bring about improve- 
ments on many fronts. 


MCH Leadership Is Improving 


Evidence of the increasing recogni- 
tion of the importance of maternal and 
child health by the assisted governments 
is the creation of MCH units in the na- 
tional health administrations. Of the 53 
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countries which have had MCH assist- 
ance from WHO, 28 have now estab- 
lished such units or have made provision 
to do so this year. Twelve of these have 
been established within the past five 
years. Greatest progress in this regard 
has been made in Southeast Asia. Al- 
though all these MCH units are as yet 
inadequately staffed, it is encouraging 
to note that there is at least one physi- 
cian at the top planning level whose 
principal responsibility is maternal and 
child health. 

With the recent creation of a post for 
a maternal and child health adviser in 
the African region, WHO has now made 
provision for nine permanent positions 
for MCH physicians—two at headquar- 
ters, two in the Southeast Asia region, 
and one in each of the remaining re- 
gional offices. Six of the seven physi- 
cians presently engaged have had wide 
experience in international health work 
and most have served in more than one 
region. Furthermore, the maternal and 
child health assistance projects in the 
countries are increasingly benefiting by 
the services of international personnel 
who have had previous experience in 
developing countries and by their own 
trained nationals. 


Some Requirements for Progress in the 
Future 


Improving leadership in the countries 
and the building up of a cadre of sea- 
soned staff in WHO and UNICEF are 
essential to, and give promise for, con- 
tinuing progress. For progress in the 
future will be measured not only in 
terms of numbers of personnel trained 
and of services established, but in terms 
of the results achieved in reducing the 
major health problems of mothers and 
children in the assisted countries. This 
means that the more or less empiric ap- 
proaches of the past must be replaced 
by more precise methods. It will be 


JULY, 1958 


MATERNAL AND CHILD HEALTH PROGRAMS 


necessary to devote more effort to study- 
ing the nature and extent of the prob- 
lems and possible resources for dealing 
with them. More mortality and morbid- 
ity data and specific knowledge concern- 
ing the prevailing endemic diseases 
affecting mothers and children will have 
to be obtained for each area. More 
specific information on growth and de- 
velopment patterns of children, feeding 
practices, beliefs and traditions concern- 
ing child bearing and child rearing—all 
are needed to provide a better basis for 
sound program planning and to give the 
necessary base line information for the 
evaluation of future progress. 
Observation of present practices in 
many areas indicates the need for re- 
orienting existing service and training 
programs and for developing new ap- 
proaches better suited to the needs and 
resources of the assisted countries. Too 
much effort has been expended in setting 
up prefabricated Western-type programs 
which are ill-suited to the situation. This 
reflects both the influence of interna- 
tional personnel inexperienced in dealing 
with the problems in developing coun- 
tries and the inadequacies of much of 
the training received by nationals at 
home and abroad. Only the scientific 
principles of Western public health prac- 
tice are universally applicable, not the 
program patterns. Our present-day pro- 
grams are even less applicable to the 
assisted countries today than they would 
have been here a hundred years ago. 
Both international and national per- 
sonnel in leadership positions need a 
thorough knowledge of epidemiological 
methods for application to the study of 
maternal and child health problems and 
of the “problem-centered” approach to 
program planning. They also need an 
understanding of the influence of socio- 
economic and cultural factors on the 
patterns of health and disease and on 
all measures undertaken to bring about 
improvements. One way to point up 


the vast differences in socioeconomic 
development is to compare infant mor- 
tality rates in the developing countries 
with the past experience of the more 
developed countries. Sweden has the 
longest series of data on vital statistics, 
going back to 17507 when her infant 
mortality rate was in the neighborhood 
of 200. Similar or even higher rates 
still prevail in a number of countries in 
Africa and the Eastern Mediterranean. 
Between 1810 and 1875, Sweden’s rates 
fluctuated around 150—the present-day 
rates in much of Asia. By 1900 the 
Swedish rates were around 100, the 
figure currently reported by a number 
of countries in Central and South 
America and other widely scattered 
areas. 

The poor social and economic situa- 
tions and the resulting health problems 
which exist in many countries today are 
probably similar to those which pre- 
vailed in the past in the more developed 
countries. Jelliffe has pointed out that 
while the exotic tropical diseases are 
still important factors in widespread 
areas, the present-day problems in the 
developing areas are due more to the 
persistence of such nonexotic problems 
as inadequate or absent systems of 
excreta disposal, squalid, overcrowded 
housing, and inadequate, contaminated 
water supplies, all of which lead to an 
endless procession of parasitic and in- 
fectious diseases. To these must be 
added the pervasive effects of under- 
nutrition and malnutrition and _ the 
tenacious influence of cultural factors 
on the whole pattern of living.* 


MCH Programs Must Be Broad in Scope 


In areas with high prevalence of mal- 
nutrition and of endemic and epidemic 
disease, maternal and child health pro- 
grams must be broad in scope and 
prepared to deal with the general health 
needs of mothers and children, as well 
as with the special needs centering about 
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the reproductive and growth processes. 
Children under the age of 15 and women 
of child-bearing age constitute over 60 
per cent of the population in developing 
countries. Because of their natural ap- 
peal, services for mothers and children 
are usually among the first permanent 
health services to be established. They 
offer an incomparable avenue for the 
introduction of preventive services and 
health education for individuals and 
serve as a focal point around which 
family health services, sanitation, and 
disease control programs can be de- 
veloped. Much attention is currently 
being devoted to integrating existing ma- 
ternal and child health services into gen- 
eral health programs particularly in 
Asia and to incorporating maternal and 
child health as an integral and important 
part of newly developing general health 
programs in Latin America. 


Problem-Centered Approach to 
Maternity Care 


Following is an example of how the 
problem-centered approach might work 
in maternity care in a fairly typical rural 
setting. Puerperal sepsis and hemor- 
rhage are the principal causes of ma- 
ternal death in most developing coun- 
tries. Sepsis results from the unskilled 
ministrations of traditional birth attend- 
ants who deliver most babies. Hemor- 
rhage is related to the almost universal 
prevalence of anemia among women of 
child-bearing age. Most deaths occur 
suddenly during the third stage of labor, 
the result of minimal blood loss which 
is often fatal in women with hemoglobin 
levels of 20-50 per cent delivered in a 
hut by an unskilled attendant. The na- 
ture and etiology of the anemias require 
more study, but from available evidence 
it seems likely that major factors are the 
lack both of iron and of sufficient pro- 
tein in the diets of the women.‘ In- 
testinal parasites also play a role. Fur- 
thermore, many of the women suffer 
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from various endemic and epidemic dis- 
eases common to the community. 

The health facilities consist of an 
MCH center serving a large rural area. 
The staff comprises a trained midwife 
and one or more auxiliary nurse-mid- 
wives who serve several subcenters in 
outlying areas. Under such circum- 
stances it appears that the best use of 
the resources would consist of the fol- 
lowing: 

1. Establishment of simple training 
for the traditional birth attendants in 
which they are taught how to avoid in- 
troducing infection into the birth canal 
and in the cord area of the newborn, 
to bring their patients to the health 
center for prenatal care, to recognize 
serious complications and to refer them, 
and to enable the attendants to feel that 
they are members of the health center 
team and thus make them willing to 
accept supervision. UNICEF has been 
assisting such efforts by providing train- 
ing stipends for the attendants and de- 
livery kits for those who complete the 
training course and are found to be 
reliable. 

2. Concentrating the prenatal 
clinics on the vigorous treatment of 
anemia, on nutrition, and on health edu- 
cation. Because of the high prevalence 
of anemia and undernutrition, iron 
therapy and supplemental feeding are 
offered routinely to all patients, thus 
saving the time which would be required 
to perform hemoglobin estimations. 
Antihelminth therapy is also given ac- 
cording to a prescribed routine because 
ascariasis is prevalent. This history of 
previous pregnancies and physical signs 
help the workers to identify certain other 
problems. Food demonstrations and 
nutrition education with emphasis on 
iron- and protein-containing local foods 
are carried out in the centers and in 
the homes. These are important, not 
only for improving the mother’s health 
and that of the fetus, but in helping to 
insure successful lactation upon which 


JULY, 1958 


MATERNAL AND CHILD HEALTH PROGRAMS 


the baby will have to depend for many 
months after birth. 

Under the circumstances outlined, 
other usual routines of prenatal care and 
routine attendance by the trained staff 
at confinements would be of secondary 
importance and should not be allowed to 
interfere with the services aimed at the 
major problems. There is always dan- 
ger of any staff becoming enmeshed in 
a maze of routine procedures. Where 
the needs are so great and the resources 
so limited as they are in the developing 
countries, it is particularly distressing to 
see this happen. Unfortunately, it is 
rather common in similar situations to 
find the midwife devoting most of her 
time to routine delivery care and the 
remainder to routine prenatal procedures 
focused primarily on the pregnancy— 
not the patient. UNICEF iron tablets 
and other dietary supplements and drugs 
often are not utilized. This is all a 
reflection of the inadequacy of tradi- 
tional training in midwifery as prepara- 
tion for work under these circumstances. 
The training of all categories of MCH 
personnel needs to be reviewed and re- 
vamped in the light of requirements in 
the field, the recruits available, the types 
of personnel needed, and their utiliza- 
tion on the job. 


Problems Among Infants and Young 
Children 


In nearly all assisted countries services 
for children have received less attention 
than those for mothers. And the in- 
terest of staff and availability of services 
tend to decrease with the advancing age 
of the child. Young infants have had 
more services than older infants and the 
child of preschool age is largely neg- 
lected. This is particularly unfortunate 
in these countries because the major pre- 
ventable health problems—undernutri- 
tion, malnutrition, intestinal infections, 
and communicable diseases begin dur- 
ing the weaning period and continue to 
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Table 2—Comparisons of Reported Neonatal and Postnatal Mortality 
Rates and Deaths Under One and One to Four Years of Age 
for Selected Countries, 1953 


Country 


Egypt * 
India 
Yugoslavia 
Chile 
Guatemala 
Peru 
Portugal 
Mexico 
Costa Rica 
El Salvador 
Ceylon 
Singapore 
Thailand 
Jamaica 
Puerto Rico 
Spain 

Italy 
Panama 
Japan 
France 
Canada 
Finland 
United States 
England and Wales 
Australia 
Netherlands 


Sweden 


= 


te 


te 
we 


Source: WHO Annual Epidemiological and Vital Statistics 1953 and 1954 (Geneva, Switzerland, 1956 and 1957). 
A—Infant mortality rate (rates per 1,000 registered live births). 


B-—Ratio of neonatal to post neonatal rates. 
Reported number of deaths: 
C—Under one year. 
D—One to four years. 

* Localities with health bureau. 

+ 1949. 


1952. 


be prevalent through the second and 
third years of life (see Table 2). 
Column B of Table 2 shows that in 
countries reporting infant mortality rates 
about 100 or higher the ratios of neo- 
natal mortality to postneonatal mortality 
run around 1:2 and up to 1:4 in those 
with the highest infant mortality rates. 
In countries where rates have fallen well 
below 100 the ratios are in the order of 
1:1 and only where the total rates have 
reached 35 or below do the neonatal 
mortality rates exceed those of the post- 
neonatal rate. Under these circumstances 


there appears to be little justification 
for concentrating services on the neonate 
at the expense of the older infant and 
young child. The significance of the 
ratios in the countries with high total 
infant mortality rates is even greater 
when one realizes that the neonatal 
mortality rates are very high. 
Verhoestraete has pointed out the 
sharp contrasts in mortality rates be- 
tween the developed and less developed 
countries which are particularly great in 
the case of children in the age group 
from one to six years.° From columns 
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179 81,364 64,031 
123+ 808,677 739,938 
= 116 56,268 17,601 ; 
114 26,5944 7,415t 
. 103 16,108 20,686 
100 ly 28,226 18,834 
96 19,310 8,843 
x 95 120,117 99,889 
83 3,956 1,692 
a 83 81,048 7,096 
71 22,869 17,118 
67 3,658 1,452 
: 65 39,397 28,273 
64 3,280 1,565 
63 | 5,342t 2,638 
59 34,552 9,044 
eae 58 49,076 11,550 
54 | 1,687 1,237 
49 91,424 50,516 
; 42 33,919 6,239 
35 14,764 2,444 
34 3,105 718 
28 108,405 18,235 
27 18,324 3,204 
23 4,713 1,205 
22 5,048 1,485 
P| 19 2,064 478 
894 


C and D of Table 2 it can be seen that 
some countries report about as many 
early childhood deaths as infant deaths. 

While there are no figures on mor- 
bidity it is interesting to speculate on 
the amount of illness there must be 
among infants and children in these 
countries. Sinclair-Loutit of the WHO 
staff has projected the daily cohort of 
illnesses of different case-fatality rates 
which must occur among infants in 
countries with high infant mortality 
rates.’ In a country with a rate of 100 
there will be among 1,000 infants 27 
new minor illnesses daily (case fatality 
of 1 per cent) or 10,000 cases of illness 
a year. For diseases with a case fatality 
of 10 there would be 1,000 cases a year. 
In countries where the mortality rates 
are 200 or 300 these figures would, of 
course, be doubled or trebled. This de- 
vice simply serves to impress on one the 
enormous burden of illness borne by 
infants in these countries. The amount 
of illness among young children is like- 
wise staggering. Severe malnutrition 


reaches its peak prevalence during the 


early childhood years. About 85 per 
cent of diagnosed cases of protein mal- 
nutrition occur in children aged one to 
three." The dangers from other nutri- 
tional disorders, and from enteric in- 
fections and intestinal parasites, are also 
greater than during the first year of 
life when the child receives milk in his 
diet and a greater degree of protection 
from an environment full of hazards. 
The nutritional and enteric diseases re- 
sponsible for the major share of deaths 
among young children are all prevent- 
able through improved nutrition, sani- 
tation of the environment, and the educa- 
tion of mothers in child care. Under 
these circumstances, “well child” serv- 
ices have little meaning and services 
limited to young infants make little 
sense. The responsibilities and oppor- 
tunities of child health programs lie in 
strong educational and nutrition serv- 
ices and in providing a combined pro- 
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gram of therapeutic and preventive care 
focused on the common endemic dis- 
eases and continuing throughout in- 
fancy and early childhood. 

In developing countries the training 
of all health workers—from physicians 
to auxiliaries—has been particularly 
weak in pediatrics and nutrition. Recog- 
nizing this fact, both WHO and UNICEF 
have taken steps to call attention to the 
importance of pediatric training and to 
provide more assistance in this area. 
Two surveys of pediatric education as- 
sisted by WHO have recently been com- 
pleted in Latin America and in Western 
Europe. A study group on pediatric 
education was convened last year to con- 
sider ways of extending and improving 
the teaching of pediatrics with special 
emphasis on the developing countries.* 
Another significant development is the 
decision made by the UNICEF Execu- 
tive Board last year to extend its assist- 
ance to medical schools so as to enable 
them to expand and improve the training 
programs in pediatrics and preventive 
medicine. In the plans being developed 
jointly by UNICEF and WHO the newly 
established or enlarged pediatric depart- 
ments will serve as focal points for re- 
search in child health and for the teach- 
ing of pediatrics to nurses and midwives, 
as well as to physicians. They are en- 
visaged as centers for refresher and con- 
tinuation education of MCH personnel 
and will provide graduate training for 
teachers and supervisors of field pro- 
grams. It is hoped that the teaching 
methods, the content, and the research 
will be geared to the needs of the de- 
veloping countries with major emphasis 
on prevailing nutritional problems, com- 
mon endemic diseases, and on preventive 
measures. 

The next Joint Health Policy MCH 
Review is to be focused on child health 
activities in MCH centers. Considera- 
tion is being given by WHO, in coopera- 
tion with UNICEF and the Nutrition 
Section of the Food and Agricultural 
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Organization, to various means for in- 
creasing the effectiveness of nutrition 
education in centers and incorporating 
nutrition content into the training of 
all health workers. 

The problem of enteric diseases among 
children has been the subject of epi- 
demiological studies and regional con- 
ferences in Latin America. Similar ac- 
tivities are planned for other areas. 
Currently field investigations are being 
carried out to determine whether health 
workers with minimal training and fa- 
cilities can be successfully taught the 
technics of oral rehydration. If they 
can, the lives of many infants and young 
children suffering from severe enteric 
infections could be saved. 


Health Services for Children of 
School Age 


Although there is as yet very limited 
provision of health services for the 
school-age population in the developing 
countries, interest in this field is grow- 
ing. In this as in other aspects of 
maternal and child health it is impossi- 
ble to envisage comprehensive programs 
for some time to come. Unfortunately, 
the beginnings have often consisted of 
attempts to provide medical inspections 
before there have been any real possi- 
bilities for providing follow-up and cor- 
rective care. Under these circumstances 
the inspections become perfunctory rou- 
tines of little real value. 

A more realistic approach now re- 
ceiving emphasis centers about the un- 
equalled opportunities which schools 
offer for health education. If the schools 
could provide opportunities for children 
to experience living in a healthful en- 
vironment and could give practical 
health teaching centered around sanita- 
tion, nutrition, and the transmission of 
disease, they could break the chain of 
ignorance concerning health that binds 
one generation to the next. The start- 
ing points are teacher education in 


health and the provision of sanitary 
latrines and safe water supplies in 
schools and teacher training institutions. 
With a little help the teacher can begin 
health education under the simplest cir- 
cumstances. Ways for bringing about 
improvements in the preparation of 
teachers in the health field are currently 
being studied by WHO in collaboration 
with UNESCO. It is hoped that 
UNICEF assistance may be available to 
help communities provide safe water 
and excreta disposal facilities in their 
schools. The installation, maintenance, 
and proper use of these facilities and 
their relationship to health can form the 
basis of practical and meaningful teach- 
ing units at all levels. Likewise, the 
distribution of UNICEF dry milk to 
schools, which is already fairly exten- 
sive, offers an excellent practical start- 
ing point for nutrition education, espe- 
cially when supplemented by local food 
products and school gardens. 

These are but a few ways in which 
the governments, WHO, and UNICEF 
are working together to improve the 
chances of mothers and children for life. 
health, and new hope. Although in most 
of the countries only a beginning has 
been made in achieving the common ob- 
jectives which all peoples have for their 
mothers and children, it is a substantial 
beginning. Without doubt, the amount 
of progress is greater and affects more 
people than ever before in a similar 
period of time. And in the process of 
studying common problems. exchanging 
information and ideas, working out dif- 
ferences, and arriving at courses of ac- 


_tion progress is being made toward the 


greatest goal—the building up of tradi- 
tions of a world community. 


Summary 


A review of joint WHO/UNICEF 
assistance to developing countries in 
MCH indicates that good progress has 
been made in the training of personnel 
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and in the extension of minimal services. 
Through 601 WHO fellowships, MCH 
workers from many countries have re- 
ceived professional training abroad. 
Governments have been assisted to estab- 
lish or to extend and improve their own 
training facilities for personnel through 
40 MCH demonstration and training 
projects (29 countries), and assistance 
to some 64 institutions for the training 
of physicians, nurses, midwives, and 
auxiliary health workers (37 countries). 
Greatest emphasis has been placed on the 
training of auxiliary personnel. There 
is increasing recognition of the need for 
increasing the training of professional 
personnel for supervisory and leadership 
posts in order to better utilize the auxili- 
aries and bring about improvements in 
the quality of services. 

With improving MCH leadership in 
the countries concerned and the building 
up of experienced staffs in the interna- 
tional agencies, it will be possible to 
substitute scientific methods in the de- 
velopment of training and service pro- 
grams for the more empiric approaches 
based on adaptations of Western pro- 
grams. Among the most important 
aspects of Western public health prac- 
tice which are transferable are epidemio- 
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logic methods for the study of health 
problems and the problem-centered ap- 
proach to the development of training 
and service programs. The patterns of 
most present-day Western MCH_ pro- 
grams do not fit the needs and resources 
of the developing countries. 

Consideration of a few commonly en- 
countered problems in maternity care, 
in programs for infants and young chil- 
dren, and in school health in the 
assisted countries illustrate some direc- 
tions which future developments may 
take. 
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Wisconsin Poison Information Center 


A Poison Information Center has been set up in the Department of Pediatrics, 
University Hospitals of Madison, Wis. It has the card file of some 250,000 poten- 
tially poisonous substances supplied and kept up to date by the National Clearing 
House for Poison Control Centers of the Public Health Service. Special consultants 
are on call from the center from university departments such as agronomy, biochem- 
istry. botany, entomology, mucology, pharmacology, and toxicology. 
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Association of a medical school with a health department in teaching 


and research can be of great mutual benefit. 


The report presented 


below describes the significance and value of such an 


arrangement in pediatrics. 


RECIPROCAL BENEFITS FROM COMBINING 
ACADEMIC PEDIATRICS WITH THE CHILD 
HEALTH PROGRAMS OF A HEALTH 


DEPARTMENT 


John A. Lichty, M.D., F.AP.H.A. 


N 1947 Dr. Harry H. Gordon, then 
| chairman of the Pediatrics Depart- 
ment of the University of Colorado 
Medical School, and Dr. Roy L. Cleere, 
executive director of the Colorado 
State Health Department, planned to 
strengthen the ties between the medical 
school and the Health Department, in 
accordance with the suggestion of Mc- 
Intosh,' by having a member of the full- 
time pediatric faculty serve as pediatric 
consultant to the State Health Depart- 
ment. Perhaps it is of more than his- 
torical interest that one of the stimuli 
for this plan was lack of sufficient money 
in either organization to pay an ade- 
quate full-time salary for a well trained 
pediatrician. However, both men saw 
the possible advantages of having one 
person continually working in academic 
pediatrics and the pediatric aspects of 
public health. This paper outlines 
briefly some of the ways in which the 
interests and problems at each end of 
this “two-way street” have received bene- 
fits from those at the other end. 

To illustrate some of the ways by 
which the interests and programs of the 
Colorado State Health Department have 
offered grist for the mill of medical 
education, in the field of child health, 
a close analogy between public health 


and clinical medicine will be considered. 
Today it is generally agreed that medi- 
cine can be taught more effectively by 
using actual cases rather than by giving 
comprehensive, abstract lectures on dis- 
ease. The public health aspects of medi- 
cine can be taught equally well by using, 
as case material, individual hospital 
nurseries, local communities, or even 
certain health problems of the entire 
state. It is often one segment of a com- 
munity, rather than a particular organ 
system of a person which is considered 
to be responsible for poor general pub- 
lic health (McGavran?) and accurate 
diagnosis followed by intelligent therapy 
is just as important for that community 
as in the case of an individual patient. 
The practicing physician is, or should 
be, concerned with both types of illness. 

Perhaps the best Colorado example of 
this type of public or community case 
came from a recent state-wide study of 
neonatal mortality.* Interest in this 
“illness” might never have developed to 
its present state if a full-time member 
of the Pediatric Department, serving as 
a consultant to the State Health Depart- 
ment, had not been squarely confronted 
with the consistently poor neonatal 
mortality record for Colorado as com- 
pared with the United States average 
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Figure 1—Neonatal (Newborn) Mortality 
Rates, Colorado and United States 
(Deaths Under Age One Month per 
1,000 Live Births) 
Colorado State Health Department 


(Figure 1). This situation has been 
presented as a public health case to de- 
velop student-group discussion regard- 
ing the possible factors involved. It 
may have “brought home” the impor- 
tance of improving newborn care more 
effectively than other general ways of 
stating the problem. The strongest 
stimulus for the pediatric residents (and 
senior staff) in improving newborn 
care came when they learned that an 
analysis of this neonatal mortality using 
the hospital of birth showed that one of 
the two University of Colorado Hospi- 
tals had the poorest record in the state. 

In trying to teach the medical stu- 
dents a concept of school health, actual 
experience in a public health depart- 
ment can be effectively applied. School 
health has always been hard to define 
and pediatric textbooks say very little 
about the principles and problems in- 
volved in trying to develop a good school 
health program in the average commu- 
nity. When one has actually tried to 
assist local groups in the cooperative 
planning required to make the school’s 
responsibility complement rather than 
interfere with a continuing family- 
physician relationship, many practical 
points are uncovered which can be 
passed on to medical students and the 
house staff. In turn, the future physi- 
cian can be instructed regarding his 
possible responsibilities and activities in 
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the field of health instruction and health 
service to school pupils. 

In discussing this problem in the medi- 
cal school practical examples can be 
cited from local experience and the ap- 
preciation of proper school health rec- 
ords is enhanced by having copies of 
Colorado’s cumulative school health rec- 
ord available. A comparison of school 
health programs with those of industry ‘ 
has been utilized to emphasize the seri- 
ous health responsibilities which any 
community faces when it requires all 
school-age children to leave home and 
live in a school building day after day. 

Each year at the medical school an 
effort is made to have at least one pedi- 
atric grand rounds devoted to a discus- 
sion of school health, with presentation 
of actual cases and problems by the 
physicians in charge of the health pro- 
gram of the Denver public schools. 

Sound instruction regarding the im- 
portance and effectiveness of routine 
active immunization of young children 
is a basic part of academic pediatrics. 

It would be carried on irrespective of 
any close association with a public health 
department. However, at the University 
of Colorado it seemed advantageous to 
have the teaching include some actual 
community experience relating to the ap- 
plication of this established safeguard 
for health. Since the Colorado State 
Health Department and the State Medi- 
cal Society launched a state-wide pro- 
gram for “routine” immunization in 
1947, the Communicable Disease and 
MCH Sections of the Health Department 
kept careful records of the reported 
cases and deaths of diphtheria and per- 
tussis for a few years preceding 1947 
and the ensuing years. The results were 
reported at an annual meeting of the 
State Medical Society together with a 
review of the cooperative responsibili- 
ties of the two organizations in the pro-- 
gram.° This material (Figure 2) has 
served quite effectively in showing stu- 
dents how the principles of scientific 
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Table 1—Delayed Routine Immunization, 
Questionnaire Study of First-Grade 
School Children, Colorado 
1955-1956 


Smallpox DPT 


Total first graders reporting 11,778 11,778 
Not immunized 2,747 
Immunized 9.031 9,615 
Immunized before 1 year 

of age 3.175 4,410 


medicine can be successfully applied on 
a scale which is broader than that of 
an individual physician and his patient. 

As a corollary, a questionnaire study 
carried on by the Colorado Congress 
of Parents and Teachers pointed to the 
lack of success in persuading parents 
and physicians that immunizations 
should be completed in the first year 
of life and not in the first grade in 
school. This study was stimulated and 
guided by members of the MCH See- 
tion, including the pediatric consultant, 
of the State Health Department, and data 
from its report (Table 1) have been 
used as public health case material in 
teaching medical students. 

Similar studies of the incidence of 
heart disease in the sixth-grade school 
children of the State of Colorado * (Ta- 


ble 2) and of the state’s mortality from 
appendicitis * (Figure 3) have served as 
teaching material for increasing the 
student’s interest in these diseases. In 
each instance the study was prompted 
by the association of a pediatric faculty 
member with the various divisions and 
programs of the State Health Depart- 
ment. 

It might seem strange not to use 
Colorado’s Premature Infant Program 
as an example of the teaching benefits 
derived from a comprehensive public 
health program. Actually this is one 
of Colorado’s best examples of full co- 
operation between Health Department 
services and the education of students, 


Table 2—Heart Disease Among Colorado 
School Children, Sixth Grade 

Sample, 1950-1951 

No. Per cent 


Functional murmur only 

Definite heart disease * 
Rheumatic heart disease 
Congenital heart disease 
Combined and other 

heart disease 
Suspected heart disease 
(all types) 


* Condition not previously diagnosed in 50 per cent. 


Figure 2—Diphtheria in Colorado 
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residents, and practicing physicians. 
However, this program supplies clinical 
ceses directly to the medical school by 
pzy:ng for a large part of their care at 
the Colorado General Hospital in much 
the same manner as the Crippled Chil- 
dren’s Progam in Oregon furnishes pa- 
tients to the university hospital for the 
instruction of students and house staff. 
The purpose of the present report is to 
show that benefits can come to a medical 
school curriculum from a public health 
department’s programs even in situa- 
tions which do not involve referring pa- 
tients directly to the pediatric service. 

It scarcely seems necessary to discuss 
ways in which direct benefits can come 
from a medical school to a health de- 
partment. One of the principal purposes 
of a health department is to offer the best 


CHILD HEALTH PROGRAMS 


practical information and services for 
improving the health of groups of people, 
rather than that of an individual patient. 
The success of any public health pro- 
gram, however, is based in part on the 
same knowledge of the continuous ad- 
vances in scientific medicine which is 
so necessary for sound private practice. 
One of the most encouraging signs in 
the progress of public health today is 
the closer association of health depart- 
ments with the teaching and research 
programs of the various departments in 
medical schools. This is particularly 
pertinent in the field of pediatrics, be- 
cause preventive medicine plays such a 
prominent part in improving the health 
of children from birth through adoles- 
cence. 


As a specific example in Colorado, 


PERTINENT SYMPTORS 


NAVEL 3/79 
EPIGASTRIC 1/79 


PAINS NOT RELIEVED BY STOOL 
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Figure 3—Colorado Deaths from Appendicitis 1947-1951 
(A Physician Questionnaire Study) 
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AUSEA AND VOMITING - YES 82/93 
64/79 
LOWER QUADRANT) 61/79 
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the Health Department's supervision and 
service to the newborn nursery of any 
community hospital may be cited. The 
position of pediatric consultant has 
fostered a closer association of the 
physicians, nurses, and hospital admin- 
istrators in the State Health Department 
with the university hospital. These 
Health Department personnel are kept 
constantly informed of the detailed 
changes and developments in the opera- 
tion of its newborn nursery. Here the 
problems of when and how to feed 
a baby, what to offer in the way 
of fluids, oxygen and _ antibiotics, 
and how to keep the nurse’s daily 
duties practical as well as up to date are 
constantly being explored re- 
tested. The information gained from 
this continuing process of orderly 
academic upheaval can be incorporated 
into the interpretation of the Health De- 
partment’s official plans and regulations 
for nursery operation. As a result, the 
routine inspections of community hos- 
pitals become much more a matter of 
guidance than of “police action.” When 
a particular trouble spot is found in the 
state, it has often been possible to sug- 
gest that a teaching team from the medi- 
cal school might present a one-day 
refresher course at that community hos- 
pital. This is greatly facilitated by the 
fact that the pediatric consultant can 
recruit his colleagues in the schools of 
medicine and nursing to comprise such 
a team. Unpleasant local statistics of 
mortality and morbidity can be woven 
in with positive suggestions for improv- 
ing nursery care, with a minimum of 
resentment on the part of the profes- 
sional staff attending such a session. 
Also frank admissions of the inade- 
quacies and unsolved problems at the 
medical center are always included in 


the presentations. True, this could all 
be accomplished even if the personnel 
of a health department were entirely 
separate from the faculty of the medical 
school, but Colorado's present plan 
works almost automatically. 

Similar examples might be cited in 
the fields of communicable disease con- 
trol, health education, and the crippled 
children’s programs. Any activity which 
involves the public health programs for 
children can benefit directly or indi- 
rectly from this dual position. Of 
course, the pediatric consultant derives 
the geatest personal benefits from this 
association with the medical school 
faculty. He is constantly exposed to all 
types of intellectual bombardment and 
it is his responsibility to pass on the 
numerous pieces of pertinent informa- 
tion to his many colleagues in a health 
department either by formal presenta- 
tion or informal discussion. 

Finally, the leaders of state and 
county medical societies are much more 
willing to respect and approve public 
health suggestions affecting children 
which are known to have the direct back- 
ing of some responsible member of the 
pediatric faculty of a university. 
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“Know your community” is generally accepted as a prerequisite for 


public health action. 


gap between preachment and practice. 


There is, however, still a considerable 


One way of 


bridging the gap is presented in the following report of a 


study ina New York State community. 


A PUBLIC PHILOSOPHY IN PUBLIC HEALTH 


Julius S. Prince, Dr.PH., F.A.P.H.A. 


HY DO some apparently well 
W planned public health programs 
fail? Why are others ignored, rejected, 
or even hotly resisted by the community 
they are designed to serve? Health 
educational technics often seem highly 
refined yet, in the end, when the results 
are faced one is often forced to inquire, 
“Who listened?” 

Discussion of such failures among 
public health workers tends to bring out 
the feeling that the public itself is to 
blame by reason of its penurious or anti- 
intellectual attitudes, apathy, inadequate 
education, or what not! However, in 
the past decade or so there has been an 
increasing awareness of the fact that 
some of the “ignorance” in the commu- 
nity may be our own—that, perhaps, 
public health administrators need to 
study more objectively the reasons why 
some efforts in health education fail and 
others succeed. 

One hears the term “interdisciplinary 
approach” used more and more fre- 
quently in connection with efforts to 
solve contemporary public health prob- 
lems. What is really needed, however, 
is a close working relationship between 
the social sciences and public, health 
rather than the lip service which public 
health administrators have so often ac- 
corded this relationship in the past. 
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Otherwise, despite the recent attention 
which has been focused upon these 
fundamental problems by some public 
health administrators and social scien- 
tists''° we will continue our failure, 
from a social science standpoint, to de- 
fine the scope of these problems, the 
theoretical concepts involved, and some 
of the ways in which solutions of a 
practical nature may be discovered. 

If public health and the social sciences 
are to join forces it is necessary not 
only for the social scientists to become 
more familiar with the needs of their 
brethren in public health,"' but also for 
health officers to know something of the 
social sciences and, at least, to take an 
active part in the application of social 
science technics to the solution of public 
health problems. Furthermore, there is a 
need for public health administrators to 
point out some of the practical difficulties 
they face and some of the ways in which 
social scientists can help in resolving 
these difficulties. In fact, the study de- 
scribed in this paper arose from the 
writer's growing conviction, over 10 
years of field experience, that it was in- 
deed high time someone tackled this 
problem from the standpoint of the prac- 
ticing health officer, using whatever 
technics and disciplines seemed neces- 
sary. 
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This study is divided into three parts 
as follows: 

In the first place, an attempt was made 
to delineate the ecologic and social struc- 
ture of a community and to show how 
this type of information may be an es- 
sential preliminary to the promotion of 
a modern public health program in that 
community. 

Second, in order to clarify the role 
which opinion leaders may play in form- 
ing community attitudes toward public 
health this research attempted to com- 
pare attitudes toward, and knowledge 
of, public health programs and adminis- 
tration on the part of a representative 
sample of adults in the community and 
on the part of its opinion leaders." 

Finally, an effort was made to arrange 
this material in such a way as to demon- 
strate the feasibility of setting up both 
a qualitative and quantitative base line, 
so that some sort of objective measure- 
ment of the effect of a health educational 
program on knowledge and attitudes 
toward public health could in fact fol- 
low by a logical extension of the methods 
used here. Thus the “assessment of 
effect,” perhaps even the “assessment of 
process” so interestingly described by 


Paul,* might be feasible. 


*Koos*.© has described differences in at- 
titudes toward health services, medical care, 
and some public health programs in different 
economic levels of an Upstate New York com- 
munity. Larson and Hay in their studies of 
six rural New York State counties have shown 
differences in the use of health resources based 
on geographic location and to some extent on 
the family incomes of respondents.’2 Paul? 
and Foster’® have shown how a failure to 
understand the culture and social structure of 
a community can wreak havoc with the ad- 
ministration of a public health program in 
that community. Sheps and Hunter '* have 
shown how the “power structure” of a com- 
munity can exert a disproportionate and not 
always beneficial effect on public health ac- 
tivities depending upon the attitudes of the 
opinion leaders—within the power structure. 
The “influentials” in other words are just as 
important to the “merchandisers” of public 
health as they are to the advertising agencies 
on “Madison Avenue.” 


Methods 


This study was carried out during 
a period of approximately 18 months, 
beginning in the summer of 1953, while 
the writer was serving as district health 
officer in the “Commville” District of 
the New York State Department of 
Health. Its locale was a city of over 
40,000 population, in Upstate New York, 
called “Commville” for purposes of 
anonimity. This city, furthermore, is 
in “Lake County” (population about 
140,000) and both are within 100 miles 
of a large Upstate metropolitan area. 

The study design included administra- 
tion of a standard schedule by personal 
interview, to a representative sample 
of 917 residents of Commville and to a 
group of 144 opinion leaders living in 
Commville or in its immediate environs. 
The interview schedule was pretested in 
another Lake County community and in 
Commville before being put in its final 
form. (Table 1 shows a sample page 
of the final schedule. ) 

The “representative sample” was an 
area probability sample obtained by 
interviewing every other adult (21 years 
of age or over) in every other dwelling 
unit within certain city blocks. The 
blocks were randomly chosen by the 
usual statistical methods. 

The opinion leaders were identified in 
several ways. In the first place, the 
presidents or secretaries of a 33 per 
cent sample of all the organizations in 
Commville which could be enumerated 
were interviewed and asked to name 
people they considered as “influential,” 
“boosters,” and so on.'® Of all those 
mentioned in this way, the 50 persons 
mentioned most frequently were taken 
into the “sample” to be interviewed with 
the standard schedule. Second, the 
names of all government officials in 
Commville (including councilmen, su- 


+ The interviews averaged about one hour 
in length. 
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Tab'e 1—Sample Page of Commville Interview Schedule 


(12) Suppose the State Health Department said they could do a better job than 
they are now in providing public health services in Lake County if they had a 
bigger staff hired by the state—more engineers, more nurses, etc., and that this 
could be done without additional cost to the county—would you be in favor of 
such a plan? 


Lake County now has seven county public health nurses and this costs each 
person of the county 25 cents per year. According to the experts there should 
be one public health nurse for every 3,000 people and we should therefore have 
15 more county public health nurses than we do. This would increase the cost 
to 65 cents per year for each person in Lake County. Do you think this in- 
crease in nursing service should be put into effect? 


Do you know what the term, “State Aid,” means? 
If “yes”—could you please tell me what you think it means? 


If definition grossly inadequate, or entirely absent: “Well, just so we both 
understand the same thing by the term, “state aid,” here is one way of describ- 
ing it: 


If definition reasonable: “Yes, that’s about it. But just so we both understand 
the same thing by the term, “state aid,” here is one way of describing it: 


“State aid” is a method by which the state government equalizes the amounts 
of money which local government units, mostly counties, school districts, cities, 
have to spend on public services like road construction and maintenance, school 
construction, and operation, public welfare, public health, etc. The state gov- 
ernment does this by paying the county or local governmental units a certain 
proportion of the costs of such services and buildings. The money for state aid 


comes mostly from taxes paid by all the people in the state.” 


pervisors, and others) were added to 
the list to be interviewed. Finally, an 
additional group of about 60 persons 
was included because of the writer's per- 
sonal participant and nonparticipant ob- 
servation of the Commville scene.’® In 
this way the entire power group of 
Commville was, for all practical pur- 
poses, brought into the study, and the 
power group “sample” was more nearly 
a “universe.” 

When the interviewing was completed 
the answers to each question were coded 
on IBM cards according to a system 
which had previously been worked out 
with the pretest and practice interviews. 
Each interview was then analyzed using 
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this code and the cards were appropri- 
ately punched. 

Many methods for quantifying the re- 
sults of interview data have been used 
by social scientists but the method which 
seemed most appropriate here was based 
on the construction of a series of in- 
dexes, very similar to those used by 
Lazarsfeld in his study of the voting 
behavior of the people of Erie County, 
Ohio, in 1940.'7 These indexes were 
intended to provide a quantitative esti- 
mate of a respondent's knowledge of 
public health, attitudes and opinions re- 
garding public health, espousal of 
“home rule,” and other matters. In all, 
nine such indexes were developed. 
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The scoring of individual items on 
each index was based on commonly ac- 
cepted principles of desirable public 
health practice in New York State. For 
example, the principle of state financial 
aid for communities desiring to under- 
take public health programs is one of 
the keystones of our policy in New York 
State." Thus, a respondent indicating 
that he was in favor of state aid got a 
higher score for his answer to that ques- 
tion than one opposing state aid. In 
addition, respondents were scored on 
their reasons for favoring or opposing 
certain practices. For instance, if a re- 
spondent said he favored state aid be- 
cause it would “save money” for the 
community he was given a low score 
compared to one who favored state aid 
because it would “help provide addi- 
tional needed services.” In other words, 
the purpose of the state aid program in 
New York State is not to reduce the 
local cost of existing public health pro- 
grams but to encourage communities to 
expand their public health services. Re- 
spondents’ scores were therefore based, 
in part, on the degree to which they 
accepted or rejected this principle.} 

Such a “built-in” bias may be consid- 
ered arbitrary, but it should be borne in 
mind that different scoring could be 
used where different principles of pub- 
lic health practice are considered desir- 
able—perhaps in some other state, for 
example. In any case, the technic is 
adaptable to whatever situation exists in 
the geographic or governmental unit 
which is being studied. Table 2 is a 
sample page from the Analysis Sheet 
used to score individual answers and 
Table 3 is a corresponding page from 


* The dollar value of state aid varies some- 
what depending on the type of program but 
generally amounts to about 50 per cent of the 
cost to the local community. 

*In some instances a simple modified 
Likert type scale was used in scoring but, 
generally, the scoring was based on an empiri- 
cal estimate of the respondents’ attitudes as 
compared with those considered desirable in 
the context given above. 


the Index of Attitudes and Opinions 
Toward Public Health.** 

When all coding, scoring, and tabula- 
tion of the data were completed, certain 
characteristics of the representative sam- 
ple were compared with the 1950 Census 
data for Commville. This comparison 
immediatedly showed that the sample 
sex distribution was seriously in error 
(32.8 per cent males and 67.2 per cent 
females in the sample versus 47.2 per 
cent males and 52.8 per cent females in 
the population). The reason for the dis- 
crepancy lay in faulty sampling within 
households but not in faulty choice of 
households. Consequently, other con- 
trol data, such as educational level, oc- 
cupation, quality of housing, and others 
of the sample, were in substantial agree- 
ment with those obtained in the 1950 
Census of this population. 

Finally, a set of 17 hypotheses, previ- 
ously formulated, were tested against the 
data obtained, using as simple and 
straight-forward statistical methods as 
possible. All conclusions were subjected 
to the usual tests of significance, but 
correlation coefficients were not deter- 
mined and analysis of variance was not 
employed. Instead, tabular data were 
grouped and percentages above and be- 
low means and medians or other logical 
“cut-off points” were compared where 
such treatment was indicated. No at- 
tempt was made, incidentally, to 
“weight” the results in order to counter- 
act the excess of females in the sample. 
Consequently, this fact has to be borne 
in mind in interpreting the results. How- 
ever, as shown by Table 4, there was 
very little difference in male and female 
attitude scores in the representative sam- 
ple. In other words, sex alone did not 
seem to be an important determinant 
of attitudes toward public health. 


** The column numbers and code numbers 
on the Analysis Sheet are given certain nu- 
merical scores on the Index of Attitudes and 
Opinions. The column and code numbers on 
the one correspond with column and code 
numbers on the other. 
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Table 2—Sample Page of the Analysis Sheet 


Column Item and Code 


Reasons for Attitude Toward Increased Services If Increased Cost: 
(Question J6, p. 10). 


1. No, because socialized medicine 
2. No, public health not a tax matter 
3. No, taxes high enough already 
double . No, getting enough services as is 
punch 5. No, too general—question of how much involved 
No, other 
. Yes, because people’s health major importance 
. Yes, more taxes provide better services 
. Yes, other 
DK. 
“X” Doubtful 
“R” Offset (Do not code if N.A.) 


Extra Expense per Person: (Question J7, p. 10). 


1. Decrease 
2. “Some” 
3. About same, i.e., no extra expense 
4. $0.49 or less 
5. $0.50 through $0.99 
. $1.00 through $1.99 
. $2.00 or over 
. Whatever is necessary 
. DK. 
| 
“X” Doubtful 
“R” Offset 


Oppose or Favor Increased Expense: (Question J6, 7, p. 10). 


1. Oppose. . 
2. Doubtful oppose 
. Favor 
. Doubtful favor 
. Doubtful 
. DK. 
. N.A. 
“R” Offset 


Reason for Opposing or Favoring Increased Expense: (Question J7). 


1, Oppose—socialized medicine. Favor—need more health service 
2. Oppose—getting enough health services as is. Favor, whatever 
health authorities say is necessary should be done 
dousle 3. Oppose—public health not a tax matter. Favor—health of major 
punch importance 
. Oppose—taxes high already. Favor, good economy, should share 
expenses of health services 
. Oppose—lack of information on subject. Favor—if need 
demonstrated 
. Oppose—other. Favor—other 
. DK. 
. 
. Doubtful 
“R” Offset 
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Column 35 Page Three Card Two 


Column Question Score 


55 J5d Reasons for Attitudes Regarding Fluoridation: 


59 and 60 J6, 7, Reasons for Opposing or Favoring Increased Expense: 
3, 4 (Column 59 and: 


5, 8, 9, R (Columbia 59) 
and any combination 


Do not score if “‘N.A.” in both columns 59 and 60. 
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Code 

i. 57 J6 Reasons for Attitudes Toward Increased Services if Increased 

Cost: 

“4 

F 58 J7 Extra Expense per Person: 

o 1,2 (Column 59) and: 
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Table 4—Mean Scores on Index of Attitudes and Opinions About Public Health by 


Age and Sex of Respondents in Representative Sample and Power Structure 


Representative Sample 


Male Female 
Age No. Mean No. 


Mean No. 


21-30 130 136133 

31-40 132 124 

41-50 121 120 

51-65 116 113 

65+ 5 99 101 

AllAges 119 120 913 
121+ 119+ 


Power Structure 


Male 
Mean 


135 
137 
128 
113 
89 
118* 


* The difference between these means is significant beyond the 1 per cent level of confidence. 
+ Adjusted for percentage distribution by age and sex of males and females combined, 


Results 


The city of Commville is relatively 
isolated from other parts of the county 
in which it lies, as well as from the 
greater part of the state. The “friction 
of space,” '* created by climatic and 
geographic conditions and the ethnic, 
occupational, and social differences be- 
tween the people of Commville and other 
communities, combines to bring about 
this relative isolation. Obviously, such 
a finding would have to be taken into 
account in the planning of public health 
programs, either for the city or for the 
entire county. 

The analysis of the distribution of 
“power” among the people of Commville 
showed that this had undergone consid- 
erable change in relatively recent years. 
In 1953-1954, “power” was divided 
among many people who exerted their 
influence not only by virtue of their 
control over the financial structure of 
the community but also as a result of 
their control over the channels of com- 
munication, the production of goods and 
services, and by virtue of their promi- 
nence in the community’s civic affairs. 
Thus, the power structure was broad- 
based rather than being centered in one 
or two men. It included many younger 
people who seemed to be more interested 
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in the general community welfare than 
had been true only a few years previ- 
ously, 

Testing of the hypotheses against the 
data showed, first of all, that men and 
women in the community did not differ 
substantially in their willingness to ac- 
cept the newer ideas in public health 
and to place importance on the render- 
ing of services, rather than on the ques- 
tion of how much the service would cost. 
However, the women in the power struc- 
ture, over 40 years of age, were more 
forward-looking with respect to public 
health than any other group in Comm- 
ville. 

Although the over-all score on the 
Index of Attitudes and Opinions Toward 
Public Health, on the part of the power 
group, did not differ significantly from 
that of the representative sample (Table 
4), there were distinct differences on 
individual issues which, however, “can- 
cel themselves out” when the entire 
index is considered. For example, a 
significantly larger percentage of re- 
spondents in the power group (76 per 
cent) than in the representative sample 
(67 per cent) favored the expansion of 
public health services even if such ex- 
pansion involved increased local ex- 
pense. On the other hand, a signifi- 
cantly smaller percentage of the respond- 


Both - —- Both 
Mean No. No. Mean No. Mean 
l 136 
18 
32 3 14 
54 10 
16 6 120 
119 121 23 144 121 
1207 1407 1207 
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ents in the power group (42 per cent) 
than in the representative sample (60 
per cent) favored more state aid for 
“public services including public health.” 
Thus, in one way, the power group's 
attitudes were more in line with “com- 
monly accepted principles of desirable 
public health practice in New York 
State” than were those of the representa- 
tive sample but, in another way, the 
opposite was true. 

In the area of knowledge of public 
health activities in Commville the power 
group ranked well above the representa- 
tive sample. (The mean score on the 
Index of Knowledge of Public Health 
was 20.8 in the case of the representa- 
tive sample and 50.7 in the case of the 
power group.) A study of the com- 
ponents of this index leads to the con- 
clusion that the power group not only 
knew more about public health programs 
in Commville than did the representative 
sample, but that they also knew more 
about public health needs in the city. 

One would, perhaps, expect that 


knowledge of public health would vary 
directly with formal education and this 


proved to be the case, as 66.1 per cent 
of the power group respondents had 
liberal arts, scientific, or professional 
education beyond the high school level, 
whereas this was true of only 9.2 per 
cent of the representative sample re- 
spondents. The representative sample 
also showed a strong direct relationship 
between formal education and knowledge 
of public health (Figure 1). 

In addition, it should be noted that, 
by and large, where either questions of 
fact or opinion were concerned it was 
unusual for more than 20 per cent of 
the answers to be in the D.K. (do not 
know) or N.A. (no answer) category. 
Allowing for “probing” on the part of 
the interviewers, it still seems perfectly 
fair to say, therefore, that over half of 
the respondents interviewed had definite 
information about many aspects of pub- 
lic health and were sufficiently interested 
in the subject to express opinions about 
it. 

Finally, with respect to many aspects 
of public health, whether involving ex- 
pansion of services, increased expendi- 
tures, or improved administration, it 


Figure 1—Graph Showing Per cent of Representative Sample 
Respondents with Certain Educational Background Receiv- 
ing a Score of (A) 0-9 and (B) 30 and Over on Index of 


Knowledge of Public Health 
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was encouraging to note that a majority 
of the respondents were “on our side” 
of the argument. To be sure, there were 
exceptions, such as the 52 per cent of 
the power group who felt that local 
authorities were handicapped by “state 
control” in state-aided programs and the 
75 per cent of the power group who 
felt that state-aided programs tended to 
become more expensive to local commu- 
nities, as time went on, in spite of state 
aid. Nevertheless, these were exceptions 
to the general rule and the writer feels 
that interest in public health and the 
desire for improved public health serv- 
ices, on the part of both representative 
sample and power group, was clearly in- 
dicated by this study. Whether the 
same would hold for the population of 
the rural parts of Lake County or 
whether it would hold for other com- 
munities in New York State or else- 
where still remains to be seen. Koos’s 
studies in “Regionville” and “Metropo- 


lis,” °» ® Hunter’s study of Regional City, 


and Sheps and Hunter’s work in Salem, 
Mass.,"* certainly place power structure 
elements in a rather dubious position; 
but the approaches they use and the 
emphases of their studies are not suffi- 
ciently similar to those employed here 
to permit any definite comparisons. 


Discussion 


No community exists in a vacuum, 
nor is any part of it independent of some 
other part.’® It would seem that a fail- 
ure to recognize this fact and to know 
something, at least, of the various inter- 
relationships involved can be a serious 
obstacle to the health officer’s effective- 
ness. 

The delineation of the opinion leaders 
in a community is of obvious importance 
to any health officer for two reasons. 
First, these are often the people who 
actually make decisions and, second, 
even if this degree of power is not in 
their hands, their opinions are so 
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honored by other people in the com- 
munity that for them to favor some 
public health program, for example, is 
tantamount to its acceptance by the pub- 
lic at large and vice versa. If the health 
officer is unaware of such a situation in 
a community and therefore fails to take 
advantage of it, he may be in for some 
rude surprises when he attempts to 
gain support for new public health 
programs! * 

The information obtained in this study 
tells us three things about Commville. 
It tells us about the geographic, clima- 
tologic, cultural, and other characteris- 
tics of Lake County (and Commville, 
too, of course) which might make. it 
difficult (or easy) to establish or expand 
a public health program there. Second, 
it provides us with a possible base line 
of knowledge, opinions, and so forth, 
from which any subsequent changes 
could be measured. Finally, it might 
provide the beginning, at least, of a 
more logical approach to evaluating the 
“effect” element of a public health pro- 
gram than we have had so far and, as 
pointed out previously, could be altered 
to include “depth interviews” and other 
technics for describing the “process” 
element as defined by Paul.® 

However, to accomplish much more 
of a definitive nature along these lines 
it would be necessary to establish “ex- 
perimental” and “control” communities. 
Perhaps, in this connection, the type of 
approach used by Cobb, et al.,?" in the 
Arsenal Health District of Pittsburgh, 
Pa., might be repeated in several com- 
munities, chosen so that they are as 
nearly alike as possible, or in several 
widely separated areas of the same city. 


Conclusion 


Recent years have drawn a huge gulf 
between two fundamentally different 
ways of life. One of the principal char- 


See Hunter,2° White,’ Vidich and Sha- 
piro,’® and Chapter IV in Boek and Boek.® 
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acteristics of our way of life, as com- 
pared with the other, is that in our case 
the decision-making process rests fun- 
damentally with the people. Any gov- 
ernmental agencies or officials who fail 
to live by this “rule” not only invite 
failure to reach their objectives but also 
may work unconsciously to undermine 
the bulwarks of our free society. 

If the citizens of our communities are 
incapable of making wise decisions in 
public health matters, then the answer 
does not lie in the direction of increased 
authoritarianism on our part. It lies 
rather in the direction of developing 
better technics for getting our ideas 
across and a more widespread accept- 
ance, on our part, of the importance of 
the social science approach to commu- 
nity public health problems. To do this 
will take time and application on the 
part of all concerned and, perhaps, first 
of all, it will require more general 
recognition by public officials of the 
knowledge and interest in public affairs 
already available to help them in their 
work—if they will only look for it 
among the people of their communities! 

If the people of this country are poorly 
informed or poorly motivated about 
public health matters then it is clearly 
our job to try and change this situation 
for the better. A defeatist attitude to- 
ward such a problem will do no more 
good than it does in any other. It is in- 
teresting to note that industry has found 
it economically desirable to engage in 
consumer studies in order to determine 
some of the factors involved in public 
acceptance of its products—especially 
the reasons why there are differences in 
attitude toward a given product.®* If 
it is economically sound for industry to 
spend money in order to better under- 


Jamestown, N. Y. 
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stand its consumers’ motives, is not this 
also true of public health? 
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Air pollution in urban centers has increased to a point where it has 


become an important community problem. 


This paper reviews 


the nature of the problem, its implications and emphasizes 


the need for action—in terms of research and control. 


HEALTH EFFECTS OF AIR POLLUTION 


Lester Breslow, M.D. M.P.H., F.A.P.H.A., and John Goldsmith, M.D. 


INCE THE London and Donora air 
S pollution disasters, public health 
workers among others have shown sub- 
stantial concern about the health effects 
of air pollution. This concern extends 
not only to the possible repetition of 
such episodes in various cities of the 
world, but to the immediate adverse 
effect of air pollution on human well- 
being. and also to possible long-term 
effects. 


Interference with Well-Being 


The effect on well-being has not re- 
ceived the attention which it deserves. 
As mortality and morbidity from pre- 
ventable disease continue to decline, the 
achievement of health as defined by the 
World Health Organization—physical, 
mental, and social well-being—becomes 
a more feasible goal. Anything which 
hinders its attainment must then be 
recognized as adversely affecting health. 

Viewed in this sense, pollution of 
many cities of the world with aerial 
sewage has already created a substan- 
tial health problem. Anyone who has 
felt the grime of London’s East End, 
encountered the foul odors in metropoli- 
tan communities of both Eastern and 
Western countries, or suffered the eye 
irritation of Los Angeles smog will cer- 
tainly agree that such conditions detract 
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from physical, mental, and social well- 
being. 

Health authorities and other “hard- 
headed” persons have disdained until 
recently to devote resources to this kind 
of health problem. They are inclined 
to label it a “nuisance, nothing more.” 
However, popular will is beginning to 
force attention to the problem. This 
trend manifests itself in widespread in- 
dignation that air pollution is not elimi- 
nated, in political battles over the issue, 
and often now in legislative action to 
establish control measures. Public un- 
derstanding and desire ultimately de- 
termine all public health effort. In our 
wisdom as technicians let us not forget 
this fact, nor the fact that popular con- 
cern about water-borne sewage played 
a great part in the sanitary awakening of 
a century ago—long before bacteriology 
had established a scientific basis for the 
control of water pollution. If we are 
to attack air pollution as an environ- 
mentel influence which diminishes health 
and causes disease and death, then it 
seems desirable to measure the extent 
to which it does interfere with well- 
being. 

In California during the summer of 
1956 the State Department of Public 
Health sought information on this ques- 
tion through personal interviews with 
adults in 3,545 households—a represen- 
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tative, state-wide sample of the popula- 
tion. About two-fifths of the respond- 
ents reported that they were bothered 
by air pollution.’ In Los Angeles County 
the proportion was two-thirds, in other 
parts of the state about one-fifth. Most 
persons complained about eye irritation, 
with nasal symptoms next in frequency. 
Typical responses were: “My eyes water 
and it’s hard to breathe and sometimes 
I get a headache.” “It bothers my eyes, 
my breathing, my temper and my wife’s 
disposition.” “Eyes smart some. It 
creates a dreary condition of mind.” 
“Physically—it bothers hayfever and 
sinuses—eye irritation. Shortens temper 
and gives a bleak mental outlook.” 
Early in the interview (before air 
pollution was mentioned in the question- 
naire), three out of ten Los Angeles 
residents indicated some dissatisfaction 
with their community, a higher propor- 
tion than elsewhere in the state. Smog 


was the most frequently named disagree- 
able factor, being mentioned by one- 
fourth of those expressing dissatisfac- 


tion. The survey also disclosed that air 
pollution has already played a substan- 
tial role in change of residence by 
Californians. Furthermore the adults in 
one out of eight Los Angeles households 
reported that they are now considering 
a change of residence because of air pol- 
lution; others considered changing jobs. 

Lest anyone infer that Californians 
are simply hypochondriacs, it should be 
reported that four-fifths of them stated 
their general health to be excellent or 
good, and only one in 25 considered his 
health to be poor. 

These data provide some indication 
of the extent to which air pollution in 
California causes irritation not only of 
the eyes but in the whole of life. Inter- 
ference with well-being to the point of 
changing residence or job represents a 
disruption of health which certainly 
qualifies smog as a public health prob- 
lem. 


Long-Term Effects 
Delayed health effects of air pollu- 


tion have presented the epidemiologist 
with some difficult problems. Consider 
lung cancer. The current emphasis on 
the idea that cigarette smoking causes a 
large amount of lung cancer should not 
distract public health workers from 
efforts to determine other etiologic 
factors. 

As a matter of fact substantial evi- 
dence now supports the notion that com- 
munity air pollution may be another 
important factor, both in the United 
States and Great Britain. Lung cancer 
affects city-dwellers to a much greater 
extent than it does residents of non- 
metropolitan areas.” * Stocks and Camp- 
bell * found nine times as much lung 
cancer among male nonsmokers who 
lived in a city than occurred among 
male nonsmokers living in rural areas. 
Eastcott ® showed that within compar- 
able age groups English immigrants to 
New Zealand had a 30 per cent higher 
lung cancer death rate than native New 
Zealanders, and the excess was 75 per 
cent in those over 30 years of age on 
emigration. Since there was no differ- 
ence in the average tobacco consump- 
tion, it appears that exposure to the 
atmosphere of British industrial cities 
may be responsible. 

In addition certain experimental data 
bear on this question. Substances found 
in the air of Los Angeles will produce 
cancer in mice ® as will extracts from 
motor vehicle exhausts.”"* Moreover 
chemical studies have demonstrated the 
presence of 3, 4-benzpyrene (one of the 
most potent known cancerogenic sub- 
stances) in the air of many cities in the 
world.” Incidentally, our British col- 
leagues have progressed far beyond us 
in studying this hazardous material in 
the air. 

Thus experimental and chemical evi- 
dence converge with epidemiologic evi- 
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dence to compel serious consideration 
of the role of air pollution in lung can- 
cer. Analysis of the rising lung cancer 
rate during recent decades and evidence 
pertaining to causative factors in the 
past make us realize that the full impact 
of present environmental exposures may 
not be felt for 30 or 40 years. 

Another disease which appears to rep- 
resent a long-term effect of air pollution 
is chronic bronchitis. In Great Britain 
the death rate from this disease is 34 
times as high '®'! as that recorded in 
the United States, that is, about as high 
as the death rate from accidents in this 
country. British investigators have 
demonstrated that the mortality from 
chronic bronchitis is higher in the 
urban communities which have greater 
amounts of air pollution.’* Recent 
studies in London ** also reveal definite 
aggravation of symptoms among patients 
with chronic bronchitis during periods 
when atmospheric smoke and sulfur 
dioxide increase. Moreover, the air pol- 
lution disaster of 1952 affected particu- 


larly older persons and many of the 
excess deaths were attributed to chronic 


bronchitis. All this evidence points to 
a profound effect of air pollution, as 
experienced in Great Britain, on the 
course—if not the origin—of chronic 
bronchitis. 

Attempts in this country to determine 
whether air pollution causes or aggra- 
vates chronic respiratory disease have 
been less conclusive. In this connection 
one must recall the greater geographic 
mobility of the United States population, 
and the fact that the nature of the pollut- 
ing substances is different in the United 
States (derived to a greater extent from 
petroleum) than in Britain. Several in- 
vestigators are seeking data on this prob- 
lem, and some have recently appeared.”® 
In Los Angeles some physicians have 
had the impression that episodes of 
smog may precipitate bouts of asthma. 
However, an investigation by Schoettlin 
and Landau ** based upon the recording 
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of all attacks among 137 asthma patients 
during 15 weeks of the 1956 smog “sea- 
son” did not confirm this impression. 

Use of coal and oil have contributed 
largely to problems of community at- 
mospheric pollution. Man’s newest 
source of energy, the atomic nucleus, has 
produced air pollution affecting the en- 
tire earth. 

When considering latent effects of con- 
taminating the atmosphere with ionizing 
radiation, it becomes necessary to recog- 
nize that fall-out from a single explosion 
will persist for decades and its effects 
will extend over generations. Geneticists 
agree that the number of mutations— 
and most of these are harmful—is 
strictly proportional to the amount of 
radiation received. There is no “safe” 
or harmless dose. Some evidence also 
implies that even small doses of radia- 
tion may cause leukemia and bone can- 
cer in a small proportion of exposed 
persons. But this small proportion must 
be applied to the entire world popula- 
tion.’7 Thus, nuclear explosions of the 
past 12 years may already be causing 
an unknown number of cases. Taking 
into account the exposure of the entire 
world population, this number may not 
be inconsiderable. 


Air Pollution Disasters 


The well-known London episode of 
December, 1952, caused at least 3,500 
excess deaths during the two weeks fol- 
lowing a period of severe fog.’ In 
Donora, Pa., 20 persons died and ap- 
proximately 50 per cent of the popula- 
tion experienced acute illness as a result 
of air pollution during October, 1948.'° 
It is entirely possible that such disasters 
will recur, and their scope will always 
be unpredictable. Knowledge of the 
factors responsible for them is still ex- 
tremely limited. Planning an air pollu- 
tion program must therefore take into 
account the possibility of such events. 

In addition, the fact that the full 
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extent of the 1952 London episode be- 
came known only after inspection of 
mortality records has suggested that we 
may be overlooking “little episodes” of 
excessive mortality from air pollution, 
just as clinicians may overlook “little 
strokes.” 

Since 1954, the California State De- 
partment of Public Health has been care- 
fully examining the daily mortality ex- 
perience of Los Angeles residents, in 
relation to air pollution as measured by 
environmental indexes. As yet no effect 
on mortality has been demonstrated. 
Although another investigator *° has 
claimed an excess of 334 deaths during 
1954 due to air pollution, our analysis 
does not support this conclusion. In 
no single episode of air pollution in Los 
Angeles has a clear association with ex- 
cess mortality been proved. 

Besides observing mortality in the en- 
tire population, and among all persons 
over 65 years of age, the department 
has maintained surveillance over the 
deaths and transfers to hospital among 


approximately 4,000 nursing home pa- 
tients. These are frail people averaging 
80 years of age, and hence might be 
expected to have a high mortality rate 
reflecting quickly any adverse environ- 


mental condition. As a matter of fact 
the mortality at one time in 1955 rose 
to a peak about nine times the average 
level, but this was associated with a 
period of extremely high temperature— 
above 100° for several days, and up to 
110°—whereas the Los Angeles tempera- 
ture usually stays below 90°. 

Since Los Angeles-type smog ap- 
parently depends on sunlight, periods 
of high temperature frequently coincide 
with periods of air pollution. Disen- 
tangling the effects of these two related 
phenomena—temperature and air pollu- 
tion—on the small daily variations in 
mortality presents a most difficult task 
for the biostatistician. The problem is 
still to be solved, and the only answer 
to date is that no definite effect on mor- 


tality from air pollution alone has been 
ascertained, which is not to say that no 
such effect occurs. The question re- 
quires continuing study. 

The possibility of a lethal effect from 
air pollution deserves attention in all 
metroplitan areas. Eastern cities of this 
country suffer in varying degree from 
air pollution caused by combustion of 
coal, the discharge of waste from facto- 
ries, and other sources. The fact that 
Los Angeles has attracted the greatest 
public attention is no reason for other 
areas to be complacent. 

The air we breathe is not subject to 
individual control in the same sense that 
other aspects of the environment may be 
controlled. Without warning it may 
affect the frail and the infirm, and with 
present technology once air pollution 
has occurred, little can be done to pro- 
tect the many susceptibles. 


Discussion 


The health problems arising from air 
pollution include immediate, obvious in- 
terference with well-being, long-term 
effects, and its disaster-producing poten- 
tial. Present knowledge of these health 
implications justifies strenuous control 
efforts. 

However, research on the health 
effects must be pursued with equal vigor 
in order to identify the aspects of air 
pollution which are most dangerous to 
human life and well-being. The trend 
in some circles to derogate study of the 
health effects in favor of control efforts 
alone can lead only to trouble. We need 
to push air pollution control with all 
available knowledge and at the same 
time seek more knowledge to guide con- 
trol work. Otherwise we may find our- 
selves in somewhat the same position as 
our predecessors in public health—seek- 
ing to protect the taste and appearance 
of the water without destroying the 
typhoid bacilli. 

Further investigation should encom- 
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pass the laboratory, clinical, and epi- 


demiologic approaches. 


This triumvi- 


rate has solved many problems with 
tremendous benefit to mankind, and has 
much to offer in solving the air pollu- 
tion problem. 
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tion of community water supplies to reduce tooth decay. The two are Franz J. 
Maier, sanitary engineer director, and Ervin Bellack, chemist, of the Division of 
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for fluoridation since it does not dissolve readily. The Public Health Service team 
found that the fluoride in fluorspar becomes available in the presence of alum and 
developed a dissolver. 
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Have you considered televising your annual report? Here is 
the story of how one health department did it. Read it 
and you may feel inclined to go and do likewise. 


TELEVISE THAT ANNUAL REPORT 


Sophus R. Christensen 


OW CAN the annual report be utilized 
H to make it an educational tool for 
both a health department and the com- 
munity? This is the question and its 
problem. It is a problem for many 
agencies who face the necessary task of 
reporting at the end of a year. It is 
also a problem to which much thought 
is given by students of public health. 
As a result, annual reports have in re- 
cent years attained greater success in 
communication and many original ideas 
are now utilized in telling people the 
story of a year’s effort. Many of these 
are familiar to us. 

With this background, our depart- 
ment faced the question of providing an 
annual report. We asked ourselves how 
can we, in addition to advances already 
made, provide a report that will be a 
greater tool of education for the pub- 
lic? We decided that the answer was 
in television. 

Because of this decision and as a re- 
sult of later developments, we urge you 
—make your annual report a greater 
vehicle of education through television. 

What did we wish to accomplish? 
In our weekly section or department 
heads’ staff meetings we decided that 
the activity must accomplish three ob- 
jectives: (1) the activity must involve 
the department, (2) the activity must 
involve the community, and (3) the ac- 
tivity must provide satisfying growth 
experiences for the department person- 


nel and the people of the community. 

First, to be basically sound, the ac- 
tivity must involve the department per- 
sonnel. We were not thinking of the 
activity merely for publicity purposes 
but with the thought of personnel 
growth and development. To bring this 
about department personnel must be 
involved. 

The first step is to gain permissive 
action for televising from the manager 
of your television station. This may be 
difficult as annual reports are not con- 
sidered high in audience interest. It is 
of great value to point out that in addi- 
tion to audio, there will be visual in- 
terpretation utilizing the technics of 
health education. It is also of great 
value to point out that you are inter- 
ested in building up a viewing audience, 
that it will be promoted through your 
facilities of communication, such as 
newspaper outlets and radio. It is also 
helpful to suggest that you will promote 
it through your official and voluntary 
agencies, service and civic clubs. Clear- 
ing the obstacles to gain permissive ac- 
tion for televising is the first step and 
the suggestions given are valuable be- 
cause television stations do have adver- 
tisers to protect, both before and after 
your program. An agency must actively 
enter into promotion for its own benefit 
as well as for the benefit of the televi- 
sion station. 

Each section of our department sub- 
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mits monthly reports, and from these 
their individual annual report is com- 
piled at the end of the year. Each sec- 
tion was asked to complete the annual 
report by December 15. Usually it is 
assumed that an annual report cannot 
be completed until after the first of the 
year. However, significant happenings 
do not ordinarily occur during the last 
15 days of the year and a few statistics 
can be added later. An annual report 
should be completed and used while its 
content is still news. 

From the sectional annual reports 
each section chief provided three or four 
outstanding events or accomplishments 
that occurred during the year. Further- 
more, the problems were not forgotten. 
It is important to take the public into 
our confidence regarding problems. 
These events and problems were dis- 
cussed in our staff meetings and we 
agreed on what should be emphasized. 
In addition, decision was reached upon 
a format and theme for the program. 


It was agreed to provide visual inter- 
pretation for all events depicted. We 
discussed the elimination of the stilted 
round-table discussion or interview so 
often used in educational programs and 
decided that the technics of health edu- 
cation should be utilized to the greatest 


possible extent. Each section chief 
agreed to submit for discussion his sug- 
gested technics for depicting the event 
or problem decided upon. We used role 
playing, problem solving situations, indi- 
vidual conferences, prepared slides, pic- 
tures, cartoons, demonstrations, charts, 
and so forth. 

This material came back to our pub- 
lic health educator who proceeded to 
rewrite it and fit it into the half-hour 
program. Upon completion of rewrit- 
ing, each section was given its portion of 
the script with its allotted time. 

Each section or department could re- 
hearse its material without a complete 
over-all rehearsal. In our first complete 
rehearsal we were between two and three 
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minutes over the allowed time. Two 
rehearsals were held by the entire cast 
before the dry run at the television 
station. 

Fifteen staff members of our agency 
were used in the cast of the televised re- 
port. Almost all personnel were involved 
in some manner, such as procurement 
and care of props and assistance in 
changing the sets. In addition, 16 
people from the community were part of 
the cast. 

This, in brief, was how our staff was 
involved. The project became an ac- 
tivity of the whole department and be- 
came our annual report, rather than a 
report written and submitted by the 
health educator or the office of admin- 
istration. 

Now consider our second objective. 
The activity must involve the commu- 
nity. Good public health practice in- 
volves the use of people in the commu- 
nity and the resources of that community 
for the solution of their own health prob- 
lems. A public agency exists because of 
the support of that community. It is 
therefore logical that as a community 
moves forward toward greater health 
goals its people must also share in the 
problems and victories. 

The telecast involved the chairman of 
our Board of Health, the city manager, 
the executive secretary of the Council 
of Social Agencies, a board member of 
the Public Health Nursing Association, 
the chairman of the Council of Social 
Agencies, a teacher in one of the high 
schools, and a mother and baby from 
the community. These people did not 
hesitate to give support. In addition, 
eight high school students in the city 
and county from the same number of 
high schools were involved. These 
people provided educational resources 
for publicizing and promotion of the 
report. 

There are 14 county papers in areas 
outside of the City of Des Moines. Of 


these, 10 carried front-page stories con- 


cerning the televising of this annual 
report. We have two daily papers. 
One of these carried the story. There 
are five radio and two television stations 
within the city and while the story was 
carried as spot news announcements by 
the radio stations, the other television 
station failed to mention it. The rea- 
son for this is quite obvious in that one 
television station would hesitate to 
publicize the program of another sta- 
tion. Each of the eight high schools 
chosen in the city and county have 
school papers. These school papers 
were provided with news releases con- 
cerning the televising of the report, fea- 
turing the fact that a member of their 
school was in the television show. The 
superintendents of both our city and 
county school systems cooperated by hav- 
ing the time and date of the telecast an- 
nounced in the schools with suggestions 
that the students inform their parents. 

At this time our department had a 
weekly radio program. The coming tele- 
cast was mentioned in this program at 
two different intervals. In addition, the 
report itself was utilized as a method 
of promotion. Two thousand copies 
were mailed to key individuals in the 
community. The report itself titled, 
“The Annual Report of Des Moines-Polk 
County Departments of Public Health,” 
was televised over WHO-TV, Tuesday, 
February 1, 1955, 1:30 to 2:00 p.m. 

I am aware that the title, “Annual 
Report,” is in disrepute, and labels the 
story of a year’s progress as dull and 
uninteresting. In our first televised re- 
port, this caption was deliberately used 
because of its promotional value in build- 
ing up a viewing audience. This prac- 
tice was later changed. 

Announcements were sent and made 
to organized community groups, such as 
the Council of Social Agencies, women’s 
clubs, civic clubs, and others with the 
suggestion that they give this informa- 
tion to the members of their respective 


agencies. These methods of community 
involvement and promotion may be of 
value as one thinks in terms of increas- 
ing the effectiveness of an annual report 
by means of television. 

Our third objective was to provide 
growth for the department personnel 
and the community. Gaining this ob- 
jective was dependent upon the actual 
involvement of the department person- 
nel and community. 

Involving staff personnel in planning 
and placing responsibility for each por- 
tion on the staff provided experiences 
for the personnel that we believe resulted 
in growth. We did not attempt to meas- 
ure this by other than informal means. 
such as noting expressions that indicated 
they enioyed working together, the good 
nature ribbing that went on between 
individuals suggesting that they were 
television stars, and the attitude that 
it was a good job well done. Compli- 
ments from community people helped 
a lot and the entire viewpoint of the 
personnel changed toward this means of 
communication. 

Our staff did not feel that it was an 
especially difficult task. Some of the 
later reaction was, “We have done it 
once, we can do it again.” We believe 
that the objective of personnel growth 
within the department was gained. Evi- 
dence of this has been demonstrated in 
later televising and reporting. 

What happened in the community as 
a result of this effort? Again our meas- 
urement of change was largely by in- 
formal means. The television station 
received about 35 to 40 letters and cards 
complimenting them on a worth-while 
community enterprise. A number of 
telephone calls were received expressing 
appreciation for the station’s part in a 
community enterprise. Our agency re- 
ceived a number of calls and letters 
from members of the community com- 
plimenting us on bringing to them an 
interesting program about the past year’s 
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efforts. Many remarked also that they 
considered this means an innovation in 
bringing the activities of the health de- 
partment to the public. 

We received and have on file approxi- 
mately 200 letters from various depart- 
ments and agencies in public health and 
allied fields asking for a copy of our 
televised report and complimenting us 
on this method of presenting our activi- 
ties to the people. No invitation was 
issued to community people or to fami- 
lies of health department personnel to 
witness the televising. In spite of this 
the studio was crowded. 

We utilized two comera crews, five 
sets, and one off stage microphone. 
Many remarked that this was no ordi- 
nary television show, that it was a 
production. 

Some community responses have been 
mentioned. We assume this resulted 
in growth. The following year we again 
asked the manger of WHO-TV for per- 


mission to televise the annual report. 


His answer, “We will be glad to do that, 


on one condition. It must be at least 
half as good as last year’s report.” 

As you think in terms of televising 
your annual report, keep in mind this 
objective of growth for department per- 
sonnel and your community. 


TELEVISE THAT ANNUAL REPORT 


Conclusion 


Now, the final product—we have a 
two-part report. The narrative portion 
is the actual television script. It tells 
the story of the year’s efforts and prob- 
lems. The second part of the report 
is the statistical portion. This is for 
those interested in determining facts of 
vital significance. This is not a part 
of the televised portion. 

Does this means of presenting an an- 
nual report assure changes in health be- 
havior on the part of health department 
personnel and the community? A sci- 
entific answer to that question would be 
the ultimate in evaluation. It might 
have been possible to do a sampling sur- 
vey to determine the number who viewed 
the telecast. This would still give us no 
measure as to behavior change. 

We believe it provides an educational 
experience that results in growth for 
the personnel of a health agency. We 
believe it provides an educational experi- 
ence that results in satisfying growth for 
the people of a community. We believe: 
it to be the best and most effective man- 
ner of communicating to our public the 
efforts and programs of their health 
agency. We urge you, make your an- 
nual report a greater vehicle of educa- 
tion through television. 


Mr. Christensen is director of public health education, Des Moines-Polk County 
Department of Public Health, Des Moines, Iowa. 

his paper was presented before the Public Health Education Section of the 

American Public Health Association at the Eighty-Fifth Annual Meeting in 


Cleveland, Ohio, November 12, 1957. 
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“Lloyd George's Ambulance 
Wagon" 


‘o} June 11, 1911, in a speech at Bir- 
mingham, Lloyd George said: 
“This year, this Session, I have joined 
the Red Cross. I am in the ambulance 
corps. I am engaged to drive a wagon 
through the twistings and turnings and 
ruts of the Parlimentary road. There 


are men who tell me I have overloaded 
that wagon. I have taken three years 
to pack it carefully. I cannot spare a 
single parcel, for the suffering is very 
great. There are those who say my 
wagon is half empty. I say it is as much 
as I can carry. Now there are some 
who say I am in a great hurry. I am 
rather in a hurry, for I can hear the 
moanings of the wounded, and I want 
to carry relief to them in the alleys, the 
homes where they lie stricken. . . .”! 
This picturesque rhetoric concerned the 
bill enacted in December of that year as 
the National Health Insurance Act. The 
aptness of the imagery is clearly evident 
in the recently published memoirs of 
W. J. Braithwaite, one of the two civil 
servants who bore the burden of trans- 
lating into an Act of Parliament the 
desire of Lloyd George to help the less 
fortunate. 

The Braithwaite memoirs throw a re- 
vealing light on the inner history of a 
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great adventure in social and health 
legislation. The birth pangs of a major 
legislative achievement are revealed on a 
day-to-day basis in the maneuverings of 
politicians and interest groups (friendly 
societies, trade unions, doctors), in the 
working relations between ministers and 
civil servants, in terms of the obstacles 
encountered and how they were mastered 
or circumvented. The narrative moves 
continually from parliamentary proceed- 
ings to discussions and negotiations 
behind the scenes, and back again. Ulti- 
mately there emerged an imperfect com- 
promise between what Lloyd George 
wanted to do and what was possible in 
the given political and social situation. 
Braithwaite’s account is, thus, more than 
just a fascinating study of an interest- 
ing and dramatic event; it is that rara 
avis, a case history of the political proc- 
ess operating in the field of health and 
welfare. It is not often that we are 
able to study the politics of health at 
such close range and in such detail—and 
more’s the pity. 

An understanding of the political 
process as it affects the handling of 
community health problems is as crucial 
an area of knowledge to health workers 
as the scientific underpinning of health 
practice. Generally, the education of 
public health workers does not prepare 
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them to enter into the meanderings of 
the stream of politics as it affects the 
public health. True, official health agen- 
cies are theoretically apolitical, and yet 
every practicing health worker knows 
that significant amounts of power are 
wielded by organized interest groups, 
that the activities of such groups can be 
important elements in political develop- 
ments, and that they may have a crit- 
ically important impact on the public 
health of the community for good or 
evil. The political activities of interest 
groups are not new in America, nor are 
they a peculiarly American phenomenon. 
Herring has pointed out that “Small 
groups have always striven for their 
particular interests before governmental 
powers.” * A classic statement of this 
point is James Madison’s account in 
“The Federalist” of the causes of “fac- 
tion” and the impact of divergent groups 
on government. Indeed, throughout the 
history of public health the element of 
political action is intimately intertwined 
with social organization, cultural pat- 
terns and scientific knowledge. Whether 
we think of Chadwick in England, Eaton 
in America, or Pettenkofer in Bavaria, 
what they achieved was the result of 
political activity by organized groups. 
Training in and understanding of the 
political process in relation to commu- 
nity health is essential to all concerned 
with this area. Access to government, 
to public opinion, to vital points in the 
power structure of the community at 
various levels is of crucial importance 
at one time or another for virtually all 
groups concerned with health. The prod- 
uct of effective access is legislation or 
some other form of governmental action. 
For this reason, public health workers 
need the greatest possible understanding 
of the dynamics of access, the technics 
utilized by interest groups to enhance 
and exploit the degree of access they 
have achieved, and what this means in 
administration, program planning, and 
the application of knowledge for better 
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health. No conception of the political 

process is adequate that does not take 

into account the dynamic and power 
implications of class stratification. In 
relation to health, much of this still 
remains to be explored but some infor- 
mation already exists. Certainly, the 
fluoridation controversies in various 
communities, conflicts centering on the 
establishment of local health depart- 
ments, the several hot and cold cam- 
paigns in the struggles concerned with 
the financing and organization of medi- 
cal care, all illustrate in one way or 
another the politics of health in action. 

This is clearly an area for research. 

The political scientist, the sociologist, 
the social psychologist, the student of 
public administration can all find here 
a fruitful area to explore. Public health 
workers who are in a position to collab- 
orate with such investigators will un- 
doubtedly learn a great deal by seeing 
their problems in another context, and 
will gain fresh insights into the com- 
plexities of the American community. 
Equally important is the inclusion of 
this area in the education of the future 
public health practitioner. This is a 
problem for schools of public health. No 
one can say exactly how this is to be 
done, but that it needs doing is beyond 
question. The political process is of the 
very essence of community life, and the 
public health worker whose field of ac- 
tion is the community must learn all the 
twistings and turnings and ruts of the 
political road that runs through it. 

1. Lloyd George's Ambulance Wagon. Memoirs of Wil- 
liam J. Braithwaite 1911-1912, Edited with an 
introduction by Sir Henry M. Bunbury, K.C.B., 
and with a commentary by Richard Titmuss. Lon- 
don, England: Methuen & Co., Ltd., 1957, p. 177. 

. E. Pendleton Herring: Group Representation Before 


Congress. Public Administration and the Public In- 
terest. New York: McGraw-Hill, 1936, p. 241. 


The U. S. National Health Survey 


EEDS AND desires which have long 
been felt by American health work- 
ers have now been realized in the U. S. 
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National Health Survey. Operating un- 
der a broad Congressional mandate for 
the Surgeon General of the Public 
Health Service “to make, by sampling 
or other appropriate means, surveys and 
special studies of disability and related 
information . . . and in connection there- 
with, to develop and test new or im- 
proved methods for obtaining current 
data on illness and disability and re- 
lated information,” the Survey has now 
been in the field for a year with the 
household interview phase of its pro- 
gram. The first results based on house- 
hold interviewing have recently been 
published, and the first pilot studies, 
looking toward another type of survey 
based on health examinations, have been 
initiated. Furthermore, a variety of 
methodological studies are under way 
in support of these activities. 

Leaving out of consideration details 
of program operation, it is useful to note 
some of the policies underlying the Sur- 
vey, and the directions taken by the 
Survey in consequence. The Survey is 
conceived of by the Public Health Serv- 
ice as a service to the users of health 
statistics—a group which includes public 
health administrators, medical research 
workers, private health agencies, mem- 
bers of the various health and related 
professions, demographers, economists, 
sociologists, educational institutions, life 
and health insurance agencies, manu- 
facturers of drugs and other health 
products, as well as other groups whose 
interests and activities are related to 
health. This service concept is a basic 
premise of the National Health Survey, 
which permeates the entire program. 
Within the technical and administrative 
possibilities, it is the key to major 
policy decisions. 

To serve the purposes of users of gen- 
eral health statistics, the collection of 
data on sick people must be paralleled 
by collection of information on the pop- 
ulation as a whole. Accordingly, the 
Survey’s responsibility is considered to 
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be the collection of types of data based 
on a general sample of the population in 
contrast to studies based on selected 
segments of the population, e.g., persons 
whose medical records are available in 
physicians’ offices, health agencies, hos- 
pitals, and so forth. 

The Survey has no specialized subject 
matter interests of its own. Rather, the 
subject matter interest are dictated by 
its clientele—the consumers of health 
statistics. Many statistical projects, both 
in the Public Health Service and else- 
where, are designed to serve some par- 
ticular program interest, are aimed at a 
specific disease entity at studying health 
conditions in a special segment of the 
population, and so forth. In contrast, 
the U. S. National Health Survey is not 
designed to serve any single health pro- 
gram interest exclusively nor to meet the 
needs for detailed local or special data. 
Its purpose is to produce general back- 
ground data on the over-all health situa- 
tion and to show the various components 
of the health problem in proportionate 
relation to each other. In pursuing this 
purpose, its activities will supplement but 
not supplant special or local statistical 
projects. 

As the most promising means of meet- 
ing the needs of those it serves, the 
Survey was organized in three parts. 
There is a continuing nation-wide house- 
hold interview survey; a series of special 
studies to gather information of a type 
for which the household interview 
method is not appropriate; and, cutting 
across and supporting these two aspects, 
a series of methodological studies. 

In point of time the household inter- 
view survey was given preference, and 
this phase of the program has already 
produced preliminary reports on such 
topics as physician visits, dental care, 
accidental injuries, and the acute upper 
respiratory diseases. However, it is rec- 
ognized that to build a rounded picture 
of the health of the nation, the house- 
hold interview method must be supple- 
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mented by additional means of obtain- 
ing information which will fill gaps in 
the picture obtained by household inter- 
view. These additional means constitute 
the special studies. In this area, pri- 
mary emphasis is on designing and field- 
ing a series of health examinations 
which will produce acceptable diagnostic 
information for the general population 
and base line data for important physical 
and physiological variables. 

Partly, perhaps, because of the in- 
herent difficulties of measuring illness, 
the science of morbidity statistics has 
been slow to develop. Established and 
proved methods of data collection exist 
for only a portion of the types of mor- 
bidity statistics which are in demand 
today, and the need for developing and 
improving a variety of methods is ur- 
gent. For this reason the study of tech- 
nical methods occupies a prominent 
place in the Survey program and will be 
the subject of continuing activity. 

The proper design of a consumer- 
oriented program is possible only with 
the help of channels through which con- 
sumer needs can be assessed regularly. 
Accordingly, a first step in the organiza- 
tion of the Survey was to devise a means 
whereby the planning could proceed with 
the benefit of advice and suggestions 
from many quarters. For this purpose 
three advisory committees were formed, 
two within the federal government and 
a third drawn from a variety of non- 
governmental agencies and interests. The 
advice of these groups is sought sys- 
tematically, not only through formal 
meetings but also by requesting their 
review and opinion on specific proposed 
courses of action. 

The governing consideration with re- 
gard to publishing Survey results is that 
findings shall be made available to in- 
terested persons as expeditiously as pos- 
sible. Thus many of the reports will be 
issued on an ad hoc basis as rapidly as 
the data collection on a particular topic 
will justify—as contrasted with the hold- 
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ing of material for an annual or semi- 
annual volume; and some of the early 
ones, being based on a minimum of 
data, will be preliminary. This plan, 
however, does not preclude more inten- 
sive treatment of the same topics at a 
later time when the accumulation of 
data will permit development of more 
detail. 

Finally, the Survey program, despite 
its promise, has definite limitations. The 
statistics it produces will not provide 
critical tests of clinical and epidemiolog- 
ical hypotheses. The initial sample size 
of the household interview survey—and 
to an even greater degree of the health 
examination series—is such as to yield 
estimates for major geographic areas 
only and does not permit estimates for 
occurrences of low incidence. Both the 
household interview method and _ the 
health examination method have their 
peculiar disadvantages—although when 
used in combination the two types of 
surveys complement each other and the 
results from one enhance the value of 
the other. It is noteworthy, however, 
that some of the Survey’s potential limi- 
tations are already being mitigated by 
choices of methods and procedures; and 
it is to be hoped that over a period of 
time the difficulties can be nullified still 
further. 


(The Journal is indebted to Forrest E. 
Linder, Ph.D., director, U. S. National Health 
Survey, for assistance in the preparation of 
this editorial.) 


American Achievement in Public 
Health - 


His HIsTORY of public health is the 
Pane of perhaps the most significant 
social movement of modern times. As a 
consequence of this far-reaching develop- 
ment, the human life span has to an 
increasing degree come under the con- 
trol of the human will. To this move- 
the United States has made 


ment 


important, even fundamental, contribu- 
tions. 

For a long time, Americans based 
their actions in dealing with public 
health problems on European practices 
and experience. In 1897, Hermann M. 
Biggs still hailed England as the source 
of “guidance and direction in matters 
connected with the public health. . . .” 
Three years later, Walter Reed reported 
to the American Public Health Associa- 
tion that “the mosquito acts as the inter- 
mediate host for the parasite of yellow 
fever.” These two events mark a turn- 
ing point in the place of the United 
States in public health. American pub- 
lic health at this time emerged from 
foreign tutelage and began to forge 
ahead independently. 

Since then the public health move- 
ment in the United States has moved 
ahead to a position of world leadership, 
and Americans may well be proud of 
its achievements. We owe a deep debt 
of gratitude to the pioneers who created 
the foundations on which we and others 


throughout the world now build. Many 
were the men and women who contrib- 
uted to this result, and not all of them 
can be named. But some should, indeed 
must, be recalled. 


® Daniel Drake (1785-1852) surveyed 
and investigated the problems of health 
and sanitation connected with the set- 
tling of the West. 

© Hermann M. Biggs (1859-1923) a 
pioneer in tuberculosis control, gave the 
public health laboratory its start. 

© S. Josephine Baker (1873-1945) es- 
tablished child care and the protection 
of mothers as a function of local gov- 
ernment. 

® Theobald Smith (1859-1934) dem- 
onstrated the crucial importance of in- 
sect vectors in the transmission of disease 
(cattle tick fever). 


© William Hallock Park (1863-1939) 
was the foremost exponent of ap- 
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plied bacteriology. Millions of children . 
throughout the world owe their lives to 
him. He is best known for his work 
in diphtheria control, especially through 
immunization. In addition, his contri- 
butions to milk sanitation, and the con- 
trol of tuberculosis, pneumonia, typhoid 
fever and many other illnesses made him 
an outstanding figure in public health. 


Joseph Goldberger (1874-1929) 
solved the riddle of pellagra by show- 
ing that it was a deficiency disease due 
to lack of vitamin Bo. 


eWilliam H. Welch (1850-1934), 
bacteriologist, pathologist and medical 
statesman, established a pattern for the 
training of public health workers in the 
United States and as a consequence in 
many other places throughout the world. 


¢ Charles- Edward Amory Winslow 
(1877-1957), a truly outstanding leader 
of public health in the United States and 
in the world, ranged far and wide in 
dealing with the community and _ its 
health problems, and left a lasting im- 
print on public health in the United 
States and throughout the world. 


These are but a few of the ways in 
which the United States has contributed 
to the furtherance of public health. This 
takes no account of the achievements of 
those still living. They will be judged 
by those who come after us. But, how- 
ever we look at the matter, the fact 
remains that these contributions have 
led to an unprecedented improvement 
of public health undreamed of at the 
turn of the century. Furthermore, the 
horizon of public health is no longer 
limited to the local or even the national 
unit. Today, it extends outward to the 
international community. And as Amer- 
icans have contributed importantly to 
the shape of public health in the 20th 
century, so we believe they will continue 
to help shape the public health of the 
future. 
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LETTERS TO THE EDITOR 


To THE EpiTor: 


The recent report of the Ad Hoc Com- 
mittee of the Surgeon General of the 
United States, after weighing the ad- 
vantages and disadvantages of BCG vac- 
cination, states: “It is believed, however, 
that the advantages of vaccination out- 
weigh the disadvantages for tuberculin 
negative persons who are exposed to a 
definite risk of infection, especially if 
they cannot be retested frequently with 
tuberculin.” 

This committee recommended BCG 
vaccination for those groups recom- 
mended by the American Trudeau Soci- 
ety, the American College of Chest Physi- 
cians, the American Medical Association, 
and the Medical Advisory Committee of 
Research Foundation. 

The specific groups recommended for 
BCG vaccination by the American 
Trudeau Society are: 

1. Doctors, medical students, and nurses 
who are exposed to tuberculosis; 

2. all hospital and laboratory personnel 
whose work exposes them to contact with the 
bacillus of tuberculosis; 

3. individuals who are unavoidably exposed 
to infectious tuberculosis in the home; 

4, patients and employees in mental hospi- 
tals, prisons, and other custodial institutions 
in whom the incidence of tuberculosis is known 
to be high; 

5. children and certain adults considered to 
have inferior resistance and living in com- 
munities in which the tuberculosis mortality 
rate is unusually high. 


There have been numerous inquiries 
from all parts of the United States as 
to where BCG vaccine may be obtained. 
In order to assist those interested, the 
following information is offered: 

BCG vaccine may be obtained by any 
licensed physician in the United States 
and its territories by writing to the 
laboratories of Research Foundation 
and the University of Illinois, the only 
institutions licensed to produce and dis- 
tribute BCG in this country. The ad- 
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dress of Research Foundation is: 70 
West Hubbard Street, Chicago 10, 
Illinois. 

Sot Roy Rosentuar, M.D., Pa.D. 
Medical Director, Research Foun- 
dation, and Director, Institution 
for TB Research, University of 
Illinois, Chicago, Ill. 

April 21, 1958 


To THE Epiror: 


I cannot allow to pass unchallenged 
the picture of the present state of milk 
hygiene in Great Britain given by Pro- 
fessor Burrow of the Veterinary School 
in the University of London and re- 
ported in the April, 1958, issue of the 
American Journal of Public Health. 

However erudite Professor Burrow 
may be in veterinary medicine he does 
not appear to be accurately familiar with 
the present state of milk hygiene in 
Britain. 

Nor has he got his facts on milk legis- 
lation quite correct. There was no Milk 
and Dairies Act passed in 1915 for Great 
Britain. Such an act was passed earlier 
for Scotland—the northern nation form- 
ing part of this small island. 

The present writer has been in very 
intimate contact with the producing side 
of the dairy industry in Scotland for 40 
years and has tested many thousands 
of farm milk samples for keeping quali- 
ties and hygienic standards generally. 
Farm hygiene and methods of milk pro- 
duction in Scotland and bacterial 
counts and keeping qualities of Scot- 
land’s milk can compare favorably with 
those of other dairying countries. Milk 
quality in Scotland generally is superior 
to that of many other dairying countries 
and in no way inferior to the milk sup- 
ply of any country. 

In Scotland well over 90 per cent of 
the milk comes from tuberculin-tested 


herds. Such specially supervised milks 
must conform with severe coliform and 
plate count standards and 90 per cent 
of all such samples tested by public 
health authorities comply with the pre- 
scribed standards for such milk. This 
work is rightly under the charge and 
supervision of the medical officers of the 
local authorities whose job it is to pro- 
tect the public health and guard the 
quality and safety of the milk supply, 
constituting as it does such a widely 
used foodstuff. 

Professor Burrow on page 455 of the 
Journal stresses the potential help of the 
veterinary surgeon on his everyday farm 
visits in advising the milk producer on 
animal health and milk hygiene. Such 
zeal is only very recently acquired. 
Until comparatively recently Great Brit- 
ain’s milk herd was most seriously in- 
fected with tuberculosis and the veteri- 
nary surgeons were regularly engaged 
in farm visits. The agitation and de- 
mand for tubercle-free herds—now 
largely accomplished in Scotland—came 
from an intelligent public and not pri- 
marily from veterinary surgeons, al- 
though there were a few honorable 
exceptions. 

Professor Burrow on page 455 criti- 
cizes the authorities for insisting on 
dairy steam sterilization since hypochlo- 
rite is equally satisfactory. In Scotland 
chemical sterilization of dairy equip- 
ment has always been and still is ex- 
pressly forbidden in the farm dairy. 
Insistence on heat sterilization in Scot- 
land has been the chief factor in making 
possible the provision of a public milk 
supply far ahead in every way of the 
milk of Professor Burrow’s own country. 

At the foot of page 456 Professor 
Burrow says the picture of milk hygiene 
in Great Britain is not pretty. He is 
looking at the picture through colored 
glasses and does not see the picture 


clearly. In casting doubt on heat treat- 
ment of milk—so widely adopted as es- 
sential when milk has to be sent hun- 
dreds of miles to large centers of 
population—he must be thinking of the 
days prevailing generations ago when the 
villager collected his milk at the farm 
cowshed and frequently collected tuber- 
culosis with it. 

Milk production has gone up steadily 
in this country. Milk quality has stead- 
ily improved. The public get a safe and 
healthy milk and have not suffered from 
any scare of inherent danger due to 
pathogenic bacteria lurking in this all 
important foodstuff. In 1956 food- 
poisoning cases investigated by local 
authorities in England and Wales num- 
bered 7,713. Of the 4,500 cases in 
which the cause was finally determined 
only four cases were traceable to milk 
and three of these milks were raw milks 
of farm origin. Hygienic advances are 
not the results of veterinary efforts, but 
have been made possible by the advisory 
work of extension staffs of agricultural 
colleges, other advisory services, and 
public health organizations. 

Professor Burrow in the last para- 
graph of his published address, having 
vigorously condemned the present su- 
pervision of milk in Britain, asks the 
American public not to think “that the 
British public are provided with a milk 
supply which is completely out of line 
with modern ideas of milk hygiene.” 

It is the Professor’s ideas and knowl- 
edge of the position of milk in this 
country which require further thought. 

D. Murray B.Sc., N.D.A.., 

N.D.D. (Hon.), Professor of 
Dairying and Specialist Advisory 
Officer, West of Scotland Agri- 
cultural College, Auchincruive, 


Ayr, Scotland. 
May 9, 1958 
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86th ANNUAL MEETING 
HOW TO MAKE HOTEL RESERVATIONS FOR THE ST. LOUIS MEETING 


A HOUSING BUREAU will be operated by the St. Louis Convention Bureau. Since all 
requests for rooms will be handled in chronological order, you are urged to send in your reserva- 
tion as quickly as possible on the form below. (See map with location of hotels on page 930). 


HOTELS HOLDING ROOMS FOR THE APHA AND RATES* 


For Two Persons 
Double Bed Twin Beds 


$ 9.00-$14.00 $10.00-$14.00 

5.00- 9.00 6.00- 16.00 
16.00 
17.00 
12.00 
16.00 
10.00 
13.00 
11.50 
12.00 
13.75 
20.00 
17.00 
15.00 
12.00 


Hotel 


Ambassador-Kingsway 
Baltimore 

Bel Air Motor Hotel 
Chase 

Claridge 

Coronado 

DeSoto 

Lennox 

Mark Twain 
Mayfair 

Melbourne 

Park Plaza 
Sheraton-Jefferson 
Statler 

Warwick 


333 


® Parlor Suites available in all these hotels. Rates on request. 


HOTEL RESERVATION FORM 


MAIL TO: Miss Shirley Woerner, Manager 
Hotels Convention Reservation Bureau, APHA 
911 Locust Street, Room 406 
St. Louis 1, Mo. 


Please make the following reservation: 
Hotel ... 
Hotel 


... First Choice 


Second Choice 


Single rooms are very scaree; please 
arrange for sharing if possible 


Arrival 


Third Choice Departure 


Hotel .. 
Single room(s) for . person(s). 
Double Bedroom(s) fer . person(s). 


Twin Bedroom(s) for .. person(s). 


The names and addresses of all persons who will occupy the room(s) requested must be listed. Please be sure to 
indicate arrival and departure hours and dates. If you wish to cancel or make any change in your reservation, write 
to the Hotels Convention Reservation Bureau, and NOT the hotel to which you were assigned. 


Name of Applicant 
Street .. 


Note: You will receive confirmation direct from the hotel. 


JULY, 1958 


i 
$ 6.50-$ 9.00 
3.50- 7.50 
8.00~ 11 00 
9.50- 13.00 
4.50- 8.00 
7.50- 12.00 
4.00- 6.50 
6.50- 11.00 
6.00- 9.00 
6.50~ 11.00 
6.25- 9.75 
11.00- 15.00 
7.50- 10.50 
7.00- 12.00 
4.50- 8.00 
(Date) 
Rate $.... to §........ per room 
Rate §.... per room 
Rete §..... to $........ per room 
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Map of Downtown St. Louis Showing the Location of Hotels and Kiel Auditorium 
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ASSOCIATION NEWS 


Eicuty-SixtH ANNUAL MEETING 
AMERICAN PuBLic HEALTH ASSOCIATION 
St. Louis, Mo.—Octoser 27-31, 1958 


New APHA Staff Members 


Two new workers have been added 
to the staff of the Association as a result 
of the decisions of the Governing Coun- 
cil and grants made by the Rockefeller 
Foundation and the W. K. Kellogg 
Foundation. Thomas R. Hood, M.D.., 
M.P.H., a native of Kansas, takes office 
on August | as associate executive direc- 
tor. Dr. Hood has since 1951 been 
executive secretary of the Kansas State 
Board of Health, having previously been 
on the staff as director of the Division 
of Local Health Administration. Earlier, 
he was for two and half years director 


Thomas R. Hood, M.D., M.P.H. 
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Robert E. Mytinger, M.P.H. 


of the Kansas School Health Demonstra- 
tion in Cowley County in Kansas, with 
previous experience as health officer of 
Douglas County. During the war he 
was venereal disease control officer in 
the U. S. Army with the rank of Major. 

Dr. Hood has an M.D. degree from 
the University of Kansas Medical School 
and an M.P.H. from the Harvard School 
of Public Health. He became a Fellow 
of the Health Officers Section, APHA, 
in 1949. Dr. Hood has served as a 
member of the Salary Study Subcom- 
mittee of the Committee on Professional 
Education, was for three years ending 
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in 1956 the representative of the Kansas 
Public Health Association on the Gov- 
erning Council, and is currently a mem- 
ber of the Executive Board. 

On July 11, Robert Mytinger, M.P.H., 
currently secretary of the Public 
Health Committee of the Paper Cup 
and Container Institute, will open the 
Western Regional Office of the APHA 
in San Francisco as its director. Mr. 
Mytinger, a native of South Dakota, 
received a B.S. in public health from the 
University of California at Los Angeles 
and an M.P.H. from the University of 
California School of Public Health. Be- 
fore going to the Paper Cup and Con- 
tainer Institute, he was for two years 
associate campus sanitarian at the Uni- 
versity of California at Los Angeles, 
and for a year and a half training and 
publications officer in the U. S. Navy 


Bureau of Medicine and Surgery. Mr. 
Mytinger has been active in the develop- 
ment and administration of the Paper 
Cup and Container Institute’s Crumbine 
Awards in Sanitation and in the Na- 
tional Association of Sanitarians. 


Radiation Protection Act Draft 


A suggested draft of a State Radia- 
tion Protection Act has been prepared 
by the Program Area Committee on 
Radiological Health of the Association’s 
Technical Development Board. This 
has been prepared in two forms, one 
with provision for a commission, one 
without such a provision. 

Copies of these two drafts are avail- 
able without charge from the Book Serv- 
ice, APHA, 1790 Broadway, New York 
19. 


SCHOOLS OF PUBLIC HEALTH ACCREDITED, 1958-1959 


On recommendation of the Committee 
on Professional Education, the Execu- 
tive Board of the American Public 
Health Association has reaccredited for 
1958-1959 the 13 schools of public 
health in the United States and Canada 
heretofore accredited. Each of the 13 


schools are accredited for the master of 


public health degree (M.P.H. in the’ 


United States, diploma of public health, 
or D.P.H. at the University of Montreal 
and the University of Toronto). Nine 
of the schools are accredited also for 
the degree of doctor of public health 
(Dr.P.H.); four are accredited for a 
special master’s degree with specializa- 
tion in public health education. Some 
of the other schools give the M.P.H. to 
health educators. 

Of the 13 schools, 10 are in continen- 
tal United States, one in the Common- 
wealth of Puerto Rico, and two in 
Canada. The school at the University 
of Montreal is the only school in the 
Western Hemisphere in which the teach- 


ing is given in French. In the Univer- 
sity of Puerto Rico the teaching is in 
Spanish. 

The 13 schools give graduate public 
health degrees to some 700 persons an- 
nually of whom between 70 and 75 per 
cent receive the master of public health 
degree. For the past two years between 
20 and 30 per cent of the student body 
has been made up of students from coun- 
tries other than the United States and 
Canada. 

The budgets of the 13 schools cur- 
rently total more than 12 million dol- 
lars, almost evenly divided between 
effective teaching budgets and special 
research grants. In the most recent 
academic year four of the schools had 
larger funds through special research 
grants than in the effective teaching 
budget. 

The list of schools accredited and the 
degrees for which they cre accredited 
for 1958-1959, together with the names 
of the deans or directors, follows: 
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ASSOCIATION NEWS 


Institutions Accredited by the American Public Health Association 
for the Academic Year 1958-1959 


Degrees for Which Accredited 


Master’s 
Other 
Institution Dr.P.H. M.P.H. —(P.H.Ed.) 


CALIFORNIA, UNIVERSITY OF 
School of Public Health, Berkeley 4, Calif. xX xX 
C. E. Smith, M.D., Dean 


UNIVERSITY 
School of Public Health and Administrative Medicine, 
New York 32, N. Y. 
Ray E. Trussell, M.D., Executive Officer 


Harvarp University 
School of Public Health, Boston 15, Mass. 
John C. Snyder, M.D., Dean 


Jouns Hopkins University 
School of Hygiene and Public Health, Baltimore 5, Md. 
E. L. Stebbins, M.D., Director 


MIcHIGAN, UNIVERSITY OF 
School of Public Health, Ann Arbor, Mich. 
H. F. Vaughan, Dr.P.H., Dean 


Minnesota, UNIVERSITY OF 
School of Public Health, Minneapolis 14, Minn. 


G. W. Anderson, M.D., Director 


MonTreaL, UNIVERSITY OF 
School of Hygiene (Teaching in French), - X (p.P.H.) 
Montreal, Quebec, Canada 
Armand Frappier, M.D., Dean 


Carouina, UNIVERSITY OF 
School of Public Health, Chapel Hill, N. C. 
E. G. McGavran, M.D., Dean 


Pirtspurcu, UNIVERSITY OF 
Graduate School of Public Health, Pittsburgh 13, Pa. 
Thomas Parran, M.D., Dean 


Puerto Rico, UNiversity oF 
Department of Preventive Medicine and Public Health, 
San Juan 22, Puerto Rico 
Edward Grzegorzewski, M.D., Chairman 


Toronto, UNIVERSITY OF 
School of Hygiene, Toronto 5, Ontario, Canada X (p.p.H.) 
Andrew J. Rhodes, M.D., Director 


Tutane University Mepicat Scuoo. 
Department of Tropical Medicine and Public Health, 
New Orleans 12, La. 
M. E. Lapham, M.D., Dean 


UNIversITy 
Department of Public Health, New Haven, Conn. 
Ira V. Hiscock, Se.D., Chairman 
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NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


Another Affiliate "Get-Together" 


Last year, at the APHA Cleveland 
meeting, the Committee on Affiliated 
Societies and Branches played host to 
representatives of the APHA Affiliates 
at a breakfast get-together. The presi- 
dents, secretaries, and appointed dele- 
gates of 33 of 43 Affiliated State Socie- 
ties and the Southern and Western 
Branches met to air their problems 
informally. 

The committee, describing such meet- 
ings as “terribly fundamental,” is now 
planning on a second and more leisurely 
gathering. Invitations have recently 
gone to the presidents and secretaries of 
each state society and branch with a 
request that a representative be ap- 
pointed in the event that neither the 
president nor secretary can attend. 

The committee realizes that each state 
and branch has a stake in the work of 
interpreting the relationship between the 
APHA and its affiliates. Full represen- 
tation at this meeting will best give the 
committee the scope it needs to carry 
out its assignment. The date is October 
25, the Saturday preceding the APHA 
Annual Meeting in St. Louis, beginning 
at 2 p.m. to go through dinner and into 
the evening. 


Illinois Association Meets 


Several hundred public health work- 
ers attended the scientific sessions of the 
Illinois Public Health Association’s 18th 
annual conference in Peoria, April 10 
and 11. The program featured discus- 
sions of public health problems facing 
the state and nation. In the opening 
session, Charles F. Sutton, M.D., deputy 
director, Division of Local Health Serv- 
ices of the State Department of Public 
Health, introduced the general theme of 
the conference program—Demonstrating 


Public Health in the Heart of Illinois. 
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Emphasizing that “the heart of Illinois 
is in its people, wherever they may be,” 
Dr. Sutton reviewed health services and 
progress in many local areas of the state. 

Among the highlights of the meeting 
was an address by Berwyn F. Mattison, 
M.D., executive secretary of the Ameri- 
can Public Health Association, on “Is 
Public Health Keeping Up with the Pub- 
lic?” It is important that people accept 
disease - prevention measures already 
made available by medical science, said 
Dr. Mattison. He deplored the fact that 
more than 40 million Americans under 
40 years of age have not had a single in- 
jection of Salk vaccine to protect them 
against poliomyelitis. A similar situation 
developed with respect to the vaccine for 
the Asian strain of influenza. Likewise 
many communities are hesitant to accept 
the fluoridation of public water supplies, 
important to dental health, particularly 
of children. 

In line with the general theme of the 
conference section meetings covered 
such subjects as community cooperation 
in rehabilitation, visual screening in 
schools of the Peoria area, and health, 
safety, and environmental sanitation pro- 
grams of various industries in that city. 
Other subjects discussed included: “Nu- 
trition and Weight Control Programs,” 
“Present Status of Poison Control in 
Downstate Illinois,” “Recognition and 
Control of Streptococcal Infections and 
Rheumatic Fever,” and the “Role of Offi- 
cial Health Agencies in Civil Defense.” 

Installed as president of the Illinois 
Public Health Association for the 
ensuing year was Louis W. Pickles, sani- 
tary engineer, Peoria Health Depart- 
ment, succeeding John E. Egdorf, ex- 
ecutive director, Tuberculosis Institute 
of Chicago and Cook County. 

Other officers are: 


President-Elect—Herman N. Bundesen, M.D., 
president, Chicago Board of Health 
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Secretary-Treasurer—William J. Hixon, health 
educator, Evanston Health Department 

Representative to the Governing Council, 
APHA—Benn J. Leland, sanitary engineer, 
Illinois Department of Public Health 


The 19th annual meeting of IPHA will 


be held at the Morrison Hotel, April 
9-11, 1959, Chicago, Ill. 


Interagency Communications Theme 


The Oklahoma Public Health Associa- 
tion met at Texoma Lodge for its 17th 
annual meeting, March 5-7, 1958. The 
theme, “Interagency Communications,” 
was explored at the first general session 
in two talks. Stewart Wolf, M.D., chair- 
man of the Department of Medicine, 
outlined the factors that affect the suc- 
cess of teamwork; Berwyn F. Mattison, 
M.D., executive secretary of the Ameri- 
can Public Health Association, in “Pub- 
lic Health Versus Public Agencies” ex- 
pressed his deep conviction as to the 
importance of voluntary agencies and 
their contributions to public health. 

Two other general sessions, one meet- 
ing of each of six sections, and a dinner 
and dance each of two evenings com- 
pleted the program. Water quality con- 
servation, urban renewal, the state’s 
mental retardation program, the public 
health traineeship program, were among 
other subjects discussed. 

At the final session, Josephine Daniel, 
R.N., director, Division of Nursing in 
the State Health Department, was hon- 
ored with a plaque by the nurses’ sec- 
tion. She was cited for outstanding 
leadership and contribution to nursing 
in Oklahoma. 

K. W. Navin, M.D., director of the 
Pottawatomie County Health Depart- 
ment, was succeeded in the presidency 
by Wilson David Steen, extension spe- 
cialist, Health Services, University of 
Oklahoma, Norman. Other newly elected 
officers are: 

President-Elect—Mozelle Ewing, R.N., public 
health nurse, Muskogee County Health De- 
partment 
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Vice-President—Richard M. Burke, M.D., di- 
rector, Tuberculosis Unit, Oklahoma State 
Department of Health 

Secretary-Treasurer—Marjorie Butler, clerical 
consultant, Division of Local Health Service, 
Oklahoma State Department of Health 

Representative to Governing Council, APHA— 
John W. Shackelford, M.D., director, Local 
Health Service, Oklahoma State Department 
of Health 


The Oklahoma Association also took 
pride in its journal which began pub- 
lication during the year. The January, 
1958, issue of this quarterly was the 
third. It is designed for technical arti- 
cles and news of the Association and 
its members. 


Wisconsin Meets with Middle States 


“Changing Times and Community 
Health” was the theme of the joint meet- 
ing of the Wisconsin Association for 
Public Health, the Middle States Public 
Health Association, and the Wis- 
consin Public Health Council in Mil- 
waukee, April 28-30. Four general ses- 
sions and two half-day meetings of each 
of six sections were held. 

At the opening general session the 
keynote address was made by John D. 
Porterfield, M.D., Deputy Surgeon Gen- 
eral. “Public health is not just a prob- 
lem to be solved; it is a reality to be 
experienced,” said he. “Man as a social 
being can achieve, within the limits of 
his physical universe, his own desirable 
destiny in health and well-being. . . . 
It is still my firm belief that any local 
health department, any local community, 
any local health officer still has the same 
opportunity which Henry Ford or the 
Wright brothers had when they were 
tinkering creatively in a dingy shed and 
emerged as midwives to a new era. As 
the Model T was merely a practical ap- 
plication of much that was already 
known, so the local health officer with 
creative imagination may develop the 
applications of research discoveries.” 
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At the second general session, H. van 
Zile Hyde, M.D., chief of the Public 
Health Service’s Division of Interna- 
tional Relations, reported on the U. S. 
Mission to the U.S.S.R., illustrating his 
talk with colored slides taken inside 
Russia. 

One meaty afternoon was devoted to 
“Urbanization and Fringe Area Prob- 
lems,” “Radiation Hazards,” “Local 
Services for the Aging,” and “High- 
Level Wellness of Man and Society.” 
The last-named discussion was led by 
Halbert L. Dunn, M.D., Ph.D., chief, 
National Office of Vital Statistics. He de- 
fined health as “not a state but a proc- 
ess” and the healthy person as one able 
to deal with both his physical and social 
environment, not merely a person with- 
out active disease. “The goal of high 
level wellness is ever-expanding . . . and 
as it becomes clearer . . . we will fight 
for (it) even as we have fought so long 
and valiantly against sickness and 
death.” * This concept, together with 
possibilities of statistical and qualitative 
research in the nature and feeling of 
positive health, has been developed in 
detail by Dr. Dunn in recent months, 
as witness his recent course on “The 
Health Process: High-Level Wellness for 
Man and Society” at the New School 
for Social Research in New York City. 

Among the subjects discussed in sec- 
tion meetings were “Public Relations in 
Joint Local Health Programs” (school 
and community health education), 
“Solving (sanitation) Problems Through 
Intrastate Cooperation,” “Evaluation of 
Public Health Programs,” and “Health 
Education Opportunities in Vital Statis- 
tics.” 

Fred Long, M.D., commissioner of 
health, Peoria Health (Ill.) Department, 
succeeded Leonard C. Murray, Ph.D., 
director of health education, lowa State 
Health Department, as president of the 


* Dr. Dunn’s paper will be published in a 
forthcoming issue of the American Journal of 
Public Health. 
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Middle States Association. Charles K. 
Kincaid, M.D., Madison health commis- 
sioner succeeded Margaret E. Hatfield, 
M.D., M.P.H., health officer, District 2, 
State Health Department, as president 
of the Wisconsin Association for Pub- 


lic Health. 


Missouri and the World Around It 
The Missouri Public Health Associa- 


tion met in Columbia May 5-7. Al- 
though no specific theme was announced, 
there was strong interest in more than 
parochial matters. For example, the 
Business and Statistics Section devoted 
its day to five concurrent group meet- 
ings discussing the role of the voluntary 
agency—in organizing community health 
groups, in stimulating interest in a com- 
munity health program, in consultation 
as experts in the field of health, in 
direct service in the control of disease, 
and in supporting the official agency. 
The day was concluded with a guest 
speaker from the local Stephens College 
and a tour of its health facilities. 

Among the discussions of the Health 
Officers Section was one on “Future 
Plans for Preventive Medicine and Pub- 
lic Health at the University Medical 
Center.” (It will be remembered that the 
University of Missouri Medical School 
has only recently become a full four- 
year school.) Both the Health Officer 
and Laboratory Sections met at the 
Medical Center and were greeted by 
the assistant dean, Frank B. Engley, Jr., 
Ph.D. The latter group toured the med- 
ical center. 

The presidential address was given at 
the opening session by the retiring pres- 
ident, E. R. Price, D.V.M. Here, also, 
A. L. Chapman, M.D., chief, Division of 
Special Health Services, Public Health 
Service, led a discussion on “Care of 
the Aged.” Among other subjects dis- 
cussed in section meetings were “Re- 
search Advances in Public Health Micro- 
biology,” “Operations of Public Health 
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Laboratories During Disasters,” “Pub- 
lic Health Service Training Officer Ac- 
tivities,” and “Human Relations Begin 
with You.” The final meeting of the 
Sanitation Section included a “Pictorial 
Tour of Europe” in which Walter E. 
Casey, C.E., of the Washington district 
office of the State Division of Health, 
showed movies taken on his recent visit 
to Europe. 

At the banquet session the 1958 W. 
Scott Johnson Award was presented to 
S. B. Beecher, health officer, Poplar Bluff 
District Office, State Division of Health, 
“for outstanding contribution to public 
health in Missouri during the year.” 

The final general session was devoted 
to “The Farming Industry and Public 
Health.” Clyde M. Berry, Ph.D., asso- 
ciate director of the University of Iowa’s 
Institute of Agricultural Medicine, made 
the chief address and led the discussion. 

Newly elected officers are: 
President—J. Paul Guidry, D.D.S., Kirkwood 
President-Elect—Robert L. McNamara, Ph.D., 

professor of rural sociology, University of 

Missouri, Columbia 
Vice-President—Jeannette Burchard, director, 

Southwest Branch Laboratory, State Divi- 

sion of Health, Springfield 
Secretary-Treasurer—Nadia Craver, State Divi- 

sion of Health, Jefferson City (reelected) 


The 1959 Annual Meeting will be 
held in St. Louis, May 18-20. 


South Carolina Sums Up 3,000 Years 
The theme, “Public Health, The 


Career,” inspired the South Carolina 
Public Health Association to establish 
awards for long years of active public 
health service. This practice was ini- 
tiated at the 35th annual meeting, May 
22-24, 1958, at Myrtle Beach. Through- 
out the state, with at least 20 years of 
service, a total of 132 public health 
workers received lapel pins, ranging 
from sterling silver to gold with a dia- 
mond, according to length of service. 
The aggregate years of service to the 
profession was more than 3,000. The 
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awards are planned to be given annually. 

Nathan Sinai, Dr.P.H., professor of 
public health and director, Bureau. of 
Public Health Economics, University of 
Michigan School of Public Health, was 
the keynoter to a registered attendance 
of 433 members and guests at the first 
general session. John D. Porterfield, 
M.D., Deputy Surgeon General, Public 
Health Service, further developed the 
theme at the final general session with 
a talk of “The Forward Look in Your 
Public Health Career.” Dr. Porterfield, 
as chairman of the Executive Board, 
APHA, extended the greetings of the 
American Public Health Association. 

In addition to three general sessions, 
each of five sections held two meetings 
each. “Everyone entered into the spirit” 
of an evening costume ball at which 
there was “a wonderful arrangement of 
varied, amusing, interesting, and beauti- 
ful costumes.” 

Retiring President Summers V. Prin- 
gle, administrator and sanitation consul- 
tant, Beaufort County Health Depart- 
ment, announced the newly elected 
officers as follows: 


President—C. FE. Ballard, M.D., director, 
Oconee and Pickens Counties Health De- 
partment 

President-Elect—Elizabeth Davis, health edu- 
cation consultant, State Health Department 

Vice-President—J. N. Holtzclaw, M.D., health 
officer, Greenville County Health Department 

Secretary—Laura M. DeMarse, Personnel Sec- 
tion, State Health Department 

Treasurer—Cecil C. Seigler, director, Finance 
Section, State Health Department 

Representative to Governing Council, APHA 

G. S. T. Peeples, M.D., state health officer 


New York City Awards and Elects 


The annual meeting of the New York 
City Public Health Association was held 
on June 6 to present annual achieve- 
ment awards and to elect officers. Dr. 
William Spring, vice-president of the 
Association reported on the group meet- 
ings during the year, each of which 
discussed a separate public health prob- 
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lem in three or four separate meetings. 
He reported that they were so successful 
that they will be continued in the com- 
ing year. 

The newly established Haven Emer- 
son Memorial Award was presented to 
Katherine M. Burri, R.N., of the Bureau 
of Public Health Nursing in the City De- 
partment of Health. Mrs. Burri was 
cited particularly for her pioneering in 
many department activities in which she 
coordinated the services of social work- 
ers, nurses, x-ray technicians, and others. 
The presentation address was made by 
Roscoe P. Kandle, M.D., deputy commis- 
sioner of health, New York City. He 
emphasized particularly the public health 
aspects of Dr. Emerson’s catholic public 
health and medical interests. He cited 
especially his 20-year membership on the 
New York City Board of Health, his 
founding of the Columbia University 
School of Public Health, his authorship 
of “Administrative Medicine.” and his 
plans for coverage of the country with 
local health services as outlined in 
“Local Health Units for the Nation.” 
Dr. Emerson, one-time president of the 
American Public Health Association and 
winner of both its Sedgwick Memorial 
Medal and a special Lasker Award in 
Public Health Administration, died on 
May 21, 1957, at the age of 82. 

Outstanding service awards were pre- 
sented to 10 other public health workers 
as follows: 

Joseph H. Kauffman, D.D.S., practicing den- 
tist, for activities in dental health education. 

Robert S. Siffert, M.D., City Department of 
Health physician, for contributions to the ad- 
ministration of the Health Department activi- 
ties for orthopedically handicapped children. 

Shirley Decker, social worker, Herald Trib- 
une Fresh Air Fund, for making summer 
camp activities available to handicapped 
children. 

Iva Bennett, nutritionist, City Department 
of Health, for participation in the WNYC 
station program “Listening to Nutrition.” 

Jerome Diamond, district supervisor, Jew- 
ish Family Service, for spear-heading a pro- 
gram of mental health education through 


training group leaders in parent education, 
counseling of adolescents, and guidance to 
aged persons. 

Otto H. Kerkmann, National Foundation for 
Infantile Paralysis, for administering the im- 
portation and handling of thousands of mon- 
keys for use in preparation of the Salk polio 
vaccine. 

William Kellerman, health inspector, City 
Department of Health, for complete dedication 
to his duties and full knowledge of the work 
of his department. 

Simon Podair, Brooklyn health education 
coordinator, City Department of Health, for 
organizing highly successful borough-wide edu- 
cation programs in cooperation with the Kings 
County Medical Society and the Brooklyn In- 
stitute of Arts and Sciences. 

Johanna Olchewsky, librarian, Institute for 
the Crippled and Disabled, for 41 years’ serv- 
ice as librarian for the Institute, during which 
time she built up one of the world’s leading 
and most comprehensive rehabilitation _1i- 
braries. 

Sidney Goldberg, Department of Labora- 
tories, City Department of Health, for his or- 
ganization of a laboratory unit for the typing 
of staphylococci. 


The outgoing  secretary-treasurer, 
Joseph Kadish, Ed.D., senior health edu- 
cator, Health Insurance Plan of Greater 
New York, announced a balance of $285 
in the budget. On recommendation of 
the Nominating Committee, separate 
officers were elected for secretary and 
treasurer. 

Sylvan Furman, director of the New 
York City Mental Health Association, 
succeeded Samuel Dooley, M.D., execu- 
tive director, National Cancer Founda- 
tion, as president of the Association. 
Other newly elected officers are: 
Vice-President—Abe Brown, assistant director, 

Bureau of Public Health Education, City 

Health Department 
Secretary—Allan Marlowe, executive secre- 

tary, Fort Greene District Health Committee, 

Brooklyn Tuberculosis and Health Associa- 

tion 
Treasurer—John Barra, health educator, City 

Health Department 
Representative to the APHA Governing Coun- 

cil—Nathaniel Cooper, M.D., M.P.H., direc- 

tor of health, Community Council of Greater 


New York 
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AFFILIATED SOCIETIES AND BRANCHES 


APHA AFFILIATED SOCIETIES AND BRANCHES 


SOCIETY AND SECRETARY 


ALABAMA PUBLIC HEALTH ASSOCIATION, Norma 
L. Chandler, State Health Dept., Montgomery 
ARIZONA PUBLIC HEALTH ASSOCIATION, Mrs. 
Verona Massey, State Dept. of Health, Phoenix 
ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bldg., Little Rock 
CALIFORNIA, NORTHERN, PUBLIC HEALTH ASSO- 
ite Emanuel H. Pearl, 2220 Moorpark Ave., 
San Jose 2 
CALIFORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 
CIATION, Bryon O. Mork, M.D., University of Cali- 
fornia at Los Angeles, Los Angeles 
COLORADO PUBLIC HE ALTH ASSOCIATION, Mil- 
dred Doster. M.D., School Administration Bldg., Denver. 
PUBLIC HEALTH ASSOCIATION, 
. Louise Ratcliff, M.P.H., Griffin Hospital, Derby 
CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 
FLORIDA PUBLIC Nathan J. 
Schneider, Ph.D., Box Jacksonville 
GEORGIA PUBL ‘HEAL "ASSOCIATION, Carl Fox, 
33 Pryor St., N.E., Atlan 
IDAHO PUBLIC HEALTH, “ASSOCIATION, Wesley O. 
Young, D.M.D., P O. Box 640, Boise 
ILLINOIS PUBLIC HEALTH ASSOCIATION, William 
Ni Hixon, Evanston Health Dept., Evanston 
INDIANA PUBLIC HEALTH ASSOCIATION, Hester 
Beth roar 1330 W. Michigan St., Indianapolis 
IOWA PUBLIC HEALTH ASSOCIATION, Mary L. 
Wombacher State Dept. of Health, Des Moines 
KANSAS PUBLIC HEALTH ASSOCIATION, Evelyn 
Ford, State Board of Health, State Office Bldg., Topeka 
KENTUCKY PUBLIC HEALTH ASSOCIATION, Mrs. 
Rosalie Walters, 620 S. Third St., Louisville 2 
LOUISIANA PUBLIC HEALTH ASSOCIATION, Andrew 
Hedmeg, M.D., State Dept. of Health, New Orleans 7 
MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 
MICHIGAN PUBLIC HEALTH ASSOCIATION, Maurice 
J. Mayer, 405 Hollister Bidg., Lansing 
MINNESOTA PUBLIC HEALTH CONFERENCE, D. §S. 
Fleming, M.D., State Dept. of Health, University 
Campus, Minneapolis 
MISSISSIPPI PUBLIC HEALTH ASSOCIATION, H. E. 
Boone, P. O. Box 1700, Jackson 
MISSOURI PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, Sth Fl., State Office Bldg., Jefferson City 
MONTANA PUBLIC HEALTH ASSOCIATION, Eliza- 
beth Bishop, M.D., P.O. Box 638, Hardin 


NEBRASKA PUBLIC HEALTH ASSOCIATION, Orville 
Lincoln-Lancaster County Health Dept., 
.Incoin 

NEW MEXICO PUBLIC ASSOCIATION, 
Robert Howell, 305 Terrace Ave., N.E. uerque 

NEW YORK CITY, PUBLIC HEALTH’ ASSO TATION 
OF, Allan Marlowe, 295 Flatbush Ave., Brooklyn 1 

NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Mrs ay Boland, State Dept. of Health, 84 Hol- 
land Ave.. 

NORTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
R. W. Brown, Bucombe County Health Dept., Asheville 

NORTH DAKOTA PUBLIC ASSOCIATION, 
Jean E. Norton, R.N., Box Bis: 

OHIO PUBLIC HEALTH ASSOCIATION. Virginia Jones, 
Ohio Dept. of Health, Dayton 

OKL AHOMA PUBLIC HEALTH ASSOCIATION, Mar- 
jorie Butler, 3400 North Eastern, Oklahoma City 

+? BLIC HEALTH ASSOCIATION, Christie 
Cort R.N., State Board of Health, Portland 

PENNSYLV ANIA PUBLIC HEALTH 
Robert H. Conn, 303 N. Second St., Harrisb He 

PUERTO RICO HEALTH ASSOCIATION, 
Mrs. Virginia V. de L »t. of Health, San Juan 2 

SOUTH {CAROLINA pe EALTH ASSOCIATION, 
Mrs. Laura M. DeMarse, State Hea!th Dept., Columbia 

SOUTH AKOTA PU BLIC HEALTH ASSOCIATION, 
Alice Brady, R.N., State Dept. of Health, i 

TENNESSEE PUBLIC HEALTH ASSOCIATION B. 
Tucker M.D., State Dept. of Health, 420 Sixth ya 
Nashville 

= PU BLIC HEALTH ASSOCIATION, Wayne H. 
Garrett, City Hall, Fort Worth 

UTAH PUBLIC HEALTH ASSOCIATION, Mrs. Virginia 
Cole, City Health Dept., 115 S. State St., Salt Lake 


City 

VIRGINIA PUBLIC HEALTH ASSOCIATION, William 
A. Dorsey, P. O. Box 2088, Richmond 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION, Jack E. Mathews, State Dept. of Health, 
Smith Tower, Seattle 

WEST VIRGINIA PUBLIC 
Paul B. Shanks, State Health D Charles 
WISCONSIN FOR. Ic ‘HEALTH, 
Paul Weis. | W Wilson St.. Madison 

SOUTHERN BRANCH. A.P.H.A., Betty Ficquett, State 
Board of Health, Columbia, S. e. 

WESTERN BRANCH, A.P.H.A., Mrs. L. Amy Darter, 
boar Dept. of Health, 2151 Berkeley Way, Berkeley, 
‘alif. 


APHA membership application blank on page XXIX 


Nuclear Research in Medicine News 


In preparation for the 1958 Conference on Peaceful Uses of Atomic Energy 
scheduled for Geneva, September 1-13, the Chronicle of United Nations Activities 
has inaugurated a service to supply the medical profession with the conference mate- 


rials. 


Presently available are lists of papers to be presented, including several 


hundred papers dealing with medical news from the major laboratories of the 
world. The topics include uses of isotopes in medicine, in human, plant, and animal 
physiology, biological effects of radiation such as radiation sickness, leukemia, 


acceleration of agency, among others. 


The lists may be obtained free from Document Service, Department PM, The 
Chronicle of United Nations Activities, 234 West 26th St., New York 1. 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking public health personnel and for 
those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates for the use of employers or 


individuals. 
additional 10 words or fraction thereof. 


The charges are $5 for the first 50 words or fraction thereof and $1 for each 
There is no charge to members or Fellows of the 


Association who desire to utilize the Positions Wanted portion of these pages. Closing date 
for receipt of advertisements is the first of the month preceding the desired month of publication. 
All correspondence should be sent to the American Public Health Association, 1790 


Broadway, New York 19, N. Y. 


POSITIONS AVAILABLE 


Residency in Public Health—Two-year 
Board-approved residency in well established 
health department in California. Salary $755 
per month; maximum age 35 years; California 


license required. Apply Box PH-81, Em- 


ployment Service, APHA. 


Public Health Physicians—for overseas 
employment. Salary range of $9,000-$14,000, 
plus liberal allowances. Vacancies in Near 
and Far East. Essential qualifications are 
formal training or experience in public health 
and willingness to accept assignment for 
minimum of two years. Contact Public Health 
Division, International Cooperation Adminis- 
tration, Washington 25, D. C. 


Qualified Public Health Physician 
Needed to organize, direct, and supervise all 
activities of city public health department to 
be established, to serve Waterloo, Iowa, a city 
of 79,000. M.D. and M.P.H. required. Salary 
$15,000. Plan later to expand service to a 
county program, at which time county will 
add to salary. County population exceeds 
116,000. Contact Mark A. R. Kuhn, M.D., 
1016 W. Fourth St., Waterloo, Iowa. 


District Health Officer—Two positions in 
Missouri. One with headquarters at Spring- 
field, consisting of 19 counties in the Ozarks 
and Shepherd of the Hills country. The other 
is in northeast Missouri with 18 counties. To 
direct the activities of the personnel of the 
district office, offer supervision to county nurs- 
ing services in the area and consultation and 
assistance to county health units. Health 
Officer LU, or Health Officer Ill, will be 
considered. Health Officer II requires two 
years’ experience with an M.P.H.; salary 
$11,000-$14,000. Health Officer III, six years’ 
experience with an M.P.H.; salary $13,000 
$16,000. Travel allowance, state retirement 
and Social Security, merit system provisions 
for vacation and sick leave. Write to H. M. 
Hardwicke, M.D., Acting Director, Division 
of Health, State Office Bldg., Jefferson City, 
Mo. 


Health Director—for growing county of 


65,000 located adjacent to Kansas City, Mo. 
Modern health center recently completed. 
Three-year-old department with excellent op- 
portunity for program development. Public 
health degree with some experience required. 
Salary open. Make application to Edward 
H. Fischer, M.D., 306 E. 21st Ave., North 
Kansas City, Mo. 


Deputy Health Officer —for population of 
630,000, with teaching responsibility in medi- 
cal college. Combined beginning salary 
$10,740. Eligibility for license in Alabama 
and eligibility for certification by Board of 
Preventive Medicine required. Apply to 
Health Officer, Jefferson County Department 
of Health, P. O. Box 2591, Birmingham 2, Ala. 


The West Virginia State Health Depart- 
ment is recruiting for the following vacancy: 
Director, Division of Maternal and Child 
Health—Annual salary $14,400, plus travel 
expense. Minimum requirements: Gradua- 
tion from grade <A_ medical school. 
Completion of at least two years of 
graduate training or experience in clinical 
pediatrics or obstetrics or both. Eligible for 
a medical license in West Virginia. Position 
is under the West Virginia Merit System. 
Write to N. H. Dyer, M.D., Director, West 
Virginia State Department of Health, Charles- 
ton 5, West Va. 


Public Health Physician (District 
Health Officer)—State of Wisconsin. Two 
positions. One position includes 11 counties 
in the north central part of state, headquarters 
Rhinelander. Second position includes eight 
counties in area bordering Lake Michigan, 
north of Milwaukee, headquarters Fond du 
Lac. Act as medical administrator of district 
office; district epidemiologist; plan, organize, 
supervise work of district office personnel con- 
sisting of public health engineer, public health 
nurse, sanitarians, nutritionist, dental hygien- 
ist. M.P.H. degree plus three years’ experi- 
ence in public health administration; eligi- 
bility for a license in Wisconsin. Salary 
$11,640-$14,460 per year, plus travel allow- 
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ance. Civil service; vacation, sick leave, Social 
Security, retirement benefits. Write Carl N. 
Neupert, M.D., State Health Officer, 400 State 
Office Bldg., Madison 2, Wis. 


Public Health Physician (Director, 
Local Health Service)—Wisconsin State 
Board of Health, Madison. Under the gen- 
eral direction of the state health officer and 
his assistant; to interpret the policies of the 
State Board of Health to the staff of the eight 
state district health offices; provide consulta- 
tion, advice, and assistance to members of the 
district staff on administrative matters, com- 
munity organization, and in the development 
and evaluation of full-time local health de- 
partments. M.P.H. degree, plus three years’ 
experience in public health administration; 
eligibility for a license to practice medicine 
in Wisconsin. Salary $11,640-$14,460 per 
year, plus travel allowance. Civil service, 
vacation, sick leave, Social Security, retire- 
ment benefits. Write Carl N. Neupert, M.D., 
State Health Officer, 400 State Office Bldg., 
Madison 2, Wis. 


Medical Officer—Training and experience 
in public health, willing to undertake training 
for assignment as malariologist in an inter- 
national program. Knowledge of French or 
Spanish required. Attractive salary and _ al- 
lowances. For further details write to Per- 
sonnel Officer, PASB/WHO, 1501 New Hamp- 
shire Ave., N.W., Washington 6, D. C. 


Public Health Physician—-To serve as 
medical assistant in the Grand Rapids Health 
Department. This is one of the better health 
departments in the country. The city is the 
cultural and shopping center for southwest 
Michigan. Salary range $11,674-$14,872, plus 
transportation, Social Security, retirement and 
longevity benefits, hospitalization insurance, 
and usual vacation and sick leave benefits. 
M.P.H. degree required. Apply to W. B. 
Prothro, M.D., Director, Health Department, 
Grand Rapids, Mich. 


Associate Director (M.D.)—for leading 
biological manufacturer, blood bank, blood 
typing serums. Experienced laboratory back- 
ground. Excellent salary, permanent, no tray- 
eling. Knickerbocker Biologicals, Inc., Times 
Square, New York 36, N. Y. 

Wanted: Licensed 


To be 


Physician-V irologist 

or eligible for license in New Jersey. 
in charge of program in virology and to assist 
director in other divisional programs. Must 
have broad background in microbiology. Sal- 


ary $10,800-$13,800. Retirement, insurance 
benefits. Apply: Director, Division of Labora- 
tories, New Jersey State Department of Health, 
State House, Trenton, N. J. 


Public Health Nurse—Opening for Pub- 
lic Health Nurse II. B.S. degree, plus one 
year experience in established health depart- 
ment. Salary range $360 per month to $450 
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per month, plus liberal travel allowance. 
Nurses without experience and with degrees 
and public health training can qualify as 
Public Health Nurse II after one year of em- 
ployment. Write to J. H. White, M.D., Di- 
rector, Weld County Health Department, P. O. 
Box 521, Greeley, Colo. 


Public Health Nursing Consultant— 
for a combined family and child care 
agency. To coordinate child health services 
and to serve as a nursing consultant to the 
casework staff. Requirements: Baccalaureate 
degree in public health nursing; postgraduate 
pediatric nursing experience desirable; two 
years of progressive nursing experience under 
qualified supervision in a general public health 
agency. Progressive personnel policies. Salary 
range $4,850-$6,150. Starting salary com- 
mensurate with the applicant’s background. 
Write to the Rev. Paul J. Hickey, Director, 
Catholic Social Services of Wayne County, 
9851 Hamilton Ave., Detroit 2, Mich. 


Public Health Nurse—to work in Living- 
ston County with headquarters in Howell, 
Mich. Generalized public health nursing pro- 
gram. Liberal personnel policies, Social Secu- 
rity. Beginning salary $4,500 per year with 
seven cents per mile travel. Write Dr. A. B. 
Mitchell, Director, Shiawassee-Livingston Dis- 
trict Health Department, Court House Annex, 
Howell, Mich. 


State Director of the Bureau of Public 
Health Nursing— Missouri Division of Health, 
Jefferson City. Responsibility for organizing, 
planning, and developing a state-wide program 
of public health nurses. Works with district 
and local health officers, nursing supervisors, 
and consultants to improve public health nurs- 
ing in county health units and nursing serv- 
ices. Salary range $6,228-$8,328, travel al- 
lowance, state retirement, and Social Security. 
Merit system provisions for vacation and sick 
leave. Write to H. M. Hardwicke, M.D., Act- 
ing Director, Division of Health, State Office 
Bldg., Jefferson City, Mo. 


Public Health Nurses—Ten-nurse agency, 
generalized service under supervision, salary 
$4,380-$5,100, 35-hour week, three weeks’ vaca- 
tion, retirement plan, and Social Security. 
Apply to Mount Vernon Health Department, 
Mount Vernon, N. Y. Telephone: MO 8-2200, 
extension 204. 


Public Health Nurses—Beginning salary 
$4,440. Graduate Nurses—Beginning salary 
$4,020. Five-day work week from 8:30 a.m. 
to 4:30 p.m. Four weeks’ vacation, 11 holi- 
days, 12 days’ sick leave annually, pension 
plan. Generalized public health nursing 
agency founded by Lillian D. Wald. Ongoing 
inservice education program. Four universities 
offer opportunities for study at all levels. 
Some scholarship assistance available. For in- 
formation, write or call Personnel Office, Visit- 
ing Nurse Service of New York, 107 East 70th 


St., New York 21, N. Y. 
5-1100. 

Public Health Nursing Consultant (As- 
sistant to Director of Public Health Nurs- 
ing in State Health Department)—Give 
consultation to public health personnel in all 
phases of public health nursing, including in- 
service education; prepare manuals, guides, 
etc., for public health nurses; assist in admin- 
istration of program. Bachelor’s degree in 
public health nursing minimum preparation; 
master’s degree desirable; four years’ experi- 
ence in public health nursing, including two 
in administration or supervision. Salary: 
Start at $5,750, maximum $6,900. Civil service, 
vacation, sick leave, Social Security, and re- 
tirement benefits. Write Henry A. Kjentvet, 
State Board of Health, State Office Bldg., 
Madison 2, Wis. 


Telephone Lehigh 


Sanitary Engineers and Sanitarians— 
for overseas employment. Salary range of 
$6,100-$12,400, plus liberal allowances. Va- 
cancies in Near and Far East, Africa, and 
Latin America. Essential qualifications are 
formal training or experience in public health 
and willingness to accept assignment for mini- 
mum of two years. Contact Public Health 
Division, International Cooperation Adminis- 
tration, Washington 25, D. C. 


Supervising Public Health Engineer— 
for program of progressive county health de- 
partment. New modern health center in at- 
tractive community 10 miles by superhighway 
to downtown Kansas City, Mo. Degree in civil 
or sanitary engineering and experience suffi- 
cient to demonstrate ability to organize and 
direct required. Salary open, travel allowance. 
Apply to Director, Clay County Health De- 
partment, Liberty, Mo. 


Field Engineer for Mosquito Abatement 
District—Experience in dragline and dozer 
work; eligible for Illinois registration. Liberal 
vacation and other benefits; salary dependent 
on qualifications and experience. Apply P. O. 
Box 30, Harvey, Ill 


Sanitarian—to accept responsible position 
with a growing health department. Excellent 
chance to gain supervisory and training experi- 
ence. Minimum experience and training quali- 
fications: Three years of professional experi- 
ence in the field of public health sanitation 
and graduation from a four-year college or 


‘ liberal allowances. 


university with specialization in engineering, 
agriculture, chemistry, entomology, bacteriol- 
ogy, zoology, veterinary science, or a combina- 
tion of these fields. (A year of graduate work 
in the field of public health or sanitary en- 
gineering may be substituted for two of the 
required three years of experience.) Salary 
range $400-$450 per month, plus liberal fringe 
benefits. Write Martin W. Ericson, Director 
< Sanitation, Room 103, City Hall, St. Joseph, 
Mo. 


Public Health Statistician—Must have 
master’s degree in public health statistics and 
two years’ experience or an equivalent com- 
bination of training and experience. Salary 
range $460-$575. Starting salary dependent 
upon training and experience. Write to Per- 
sonnel Officer, Florida State Board of Health, 
P. O. Box 210, Jacksonville, Fla. 


Health Educators—for overseas employ- 
ment. Salary range of $6,100-$10,500, plus 
Vacancies in Near and 


Far East, Africa, and Latin America. Essen- 


tial qualifications are formal training and ex- 
perience in public health and willingness to 
accept assignment for minimum of two years. 
Contact Public Health Division, International 
Cooperation Administration, Washington 25, 
D.C. 


Director of Business Management— W is- 
consin State Board of Health, Madison. Under 
general direction of the state health officer 
and his assistant, direct the activities of the 
Divisions of Fiscal Services, Personnel, and 
Internal Services; conduct studies and make 
recommendations pertaining to business man- 
agement activities designed to promote eff- 
cient operation; represent the board when 
requested at public hearings; and act as liaison 
officer to designated state departments. Col- 
lege graduation with a major in the field of 
law, business administration, hospital admin- 
istration or public administration, including 
training in accounting principles and prac- 
tices; six years of experience in public health 
administration or equivalent administrative 
experience in a closely related field, including 
three years of high-level administrative experi- 
ence in business management. Salary $8,940 
$10,860 per year. Civil service, vacation, sick 
leave, Social Security, retirement benefits. 
Write E. H. Jorris, M.D., Assistant State 
Health Officer, 400 State Office Bldg., Madison 
2, Wis. 


POSITIONS WANTED 
On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Sanitary Chemist-Biologist-Bacteriolo- 
gist—M.P.H. in sanitary chemistry and biology 
1958. Eight years’ experience in river, sewage 
and industrial waste analysis with state regula- 
tory agency. Also teaching experience. Prefer 
southern half of the United States or Latin 


942 


Box L-62, Employment Service, 


America. 


APHA. 
Epidemiologist—Age 30, M.D., M.P.H., 


requirements for Dr.P.H. completed. Experi- 
ence in obstetrics, student medicine, health 
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department, and chronic disease research. De- 
sires teaching and/or research position in a 
medical school department of preventive medi- 
cine or in a health department associated with 


EMPLOYMENT SERVICE 


a medical school. Previous research in many 
fields with numerous publications. Box 
PH-83, Employment Service, APHA. 


Commercial Advertisements 


All 


tions on the following commercial advertisements should be sent to 


Burneice Larson, Medical Bureau, Suite 605, 900 North Michigan Avenue, 
Chicago 11, Ill. 


OPPORTUNITIES AVAILABLE 


WANTED: (a) Public health nurses and 
physicians, pathologists, biochemists, health 
educators, sanitarians; candidates well quali- 
fied in any phase of public health; overseas 
appointments. (b) Clinical psychologists, 
medical and psychiatric social workers, sani- 
tarians; outside the United States. (c) Pub- 
lic health physician to direct over-all program 
of health services including those of teacher- 
nurse service, hearing and vision conservation 
program; would consult with school admin- 
istrators, teachers, parents, nurses, representa- 
tives of official and nonofficial agencies in 
promotion of health services; minimum five 
years’ experience required; city of several 
million; Midwest. (d) Regional health officer; 
outside United States; $1,195-$1,395. (e) 
Director, student health; 6,000 students; 
South. (f) School physician; near New York 
City; $10,000. (g) Administrator, chronic 
disease control program; M.P.H. (public 


health administration or M.A. public admin- 
istration), experience as director, community 
health program desirable; outside United 
States; $8,000. (h) Health educator or ad- 
ministrator to supervise state program to aid 
communities in serving the aging; headquar- 
ters, university city, Midwest. (i) Two public 
health physicians; Iran; $20,000. (j) Sani- 
tary engineer for environmental health and 
safety, student health department, state uni- 
versity; $6,000-$8,000. PUBLIC HEALTH 
NURSES for following: (k) Public health 
nursing instructor; master’s required; college, 
South; maximum salary $10,000. (1) Assistant 
chief public health nurse, Alaska; $580-$680. 
(m) Instructor, maternal health, midwestern 
state university. (n) Public health nursing 
consultant and, also, public health nurses to 
direct county health departments; generalized 
program including school and home nursing 
care; Florida. 


OPPORTUNITIES WANTED 


WANTED—Opportunities for public health 
hysicians, nurses, health educators, engineers, 
aboratory personnel. Candidates in all parts 


JULY, 1958 


of the country available for administrative, 
academic and staff appointments. Negotia- 
tions strictly confidential. 
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BOOKS AND REPORTS 


All reviews are prepared on invitation. 


DOCTOR AND PATIENT IN SOVIET RUSSIA 
—By Mark G. Field. Cambridge, Mass.: 
Harvard University Press, 1957. 266 pp. 
Price, $5.00. 

This book is a significant contribu- 
tion to the current medical and public 
health literature on Russia. While the 
role of the doctor and of the patient, as 
the title would imply, are the primary 
focus of the discussion the author wisely 
relates these two groups to the social 
and governmental system in which they 
operate. An account of the development 
of medical resources and services from 
the prerevolutionary period to the end 
of 1956 is presented. Much of the in- 
formation antedates 1950, since it is 
drawn from interviews with, and ques- 
tionnaires completed by, emigrees from 
Russia whose total experience precedes 
the end of the Stalin era, much of it 
dating from the prewar era. However, 
statistical data through 1956 are pre- 
sented on physicians and hospitals and 
the author’s observations during a brief 
visit to Russia in the summer of 1956 
add reality to the presentation which is 
reflected throughout the book. 

In a scene so labile and so rapidly 
changing certain details of any discus- 
sion will be outdated before the book 
could be printed. Yet to this reviewer, 
who spent almost a month visiting widely 
separated areas of Russia during the 
summer of 1957, this book brings new 
meaning and new significance to many 
of the things heard and observed. The 
remarkable thing is that the author has 
been able to convey such a clear and 
penetrating picture despite his most 
brief, personal contact with the situation. 

Now a few words about the book it- 
self. It is divided into three parts, first, 
the setting; second, the physician; and 
third, the patient. The first part is par- 
ticularly helpful in providing a picture 
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of czarist medicine and its transition to 
the present system under the Ministry of 
Health. The place and role of the physi- 
cian in the Soviet picture and how he 
reacts to it are then presented along with 
case illustrations. Finally, the patient’s 
reaction and the various influences bear- 
ing upon the patient are presented. 

There is a brief summary and con- 
clusions followed by several helpful ap- 
pendixes containing statistical data and 
chapter notes and references. The index 
is well arranged and seems adequate. 
The binding is good and the print clear 
and easily readable. 

This is a book that public health 
workers in general and in particular the 
medical members will find interesting 
and most informative. It should be a 
must for all public health administrators 
and students of international health. 

H. Merrie 


A HISTORY OF PUBLIC HEALTH—By 
George Rosen. New York, N. Y.: MD Publi- 
cations (30 East 60th St.), 1958. 551 pp. 
Price $5.75. 


At long last a comprehensive discus- 
sion of the historical development of the 
whole field of public health philosophy 
and practice has appeared. There were 
the choice few: Simon, Sand, Sigerist, 
Smillie. Now there is George Rosen’s 
book. He has made a judicious selec- 
tion of periods and skillfully outlined 
the social and political forces that 
shaped public health. The task he has 
laid out for himself is presented suc- 
cinctly: “The aim of this book is to tell 
the story of community health action, 
from its beginnings in the earliest civil- 
izations to the state of development 
achieved at present in the economically 
and technologically advanced countries 
of the world.” 

Essentially this is a social history, in 
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which public health can be seen to grow 
in a background of ideas and events 
that create and mold it. If anything, it 
may be that Dr. Rosen ties up too neat 
a package of cause and effect, at least 
for a reviewer who rather wistfully re- 
calls public health heroes with whom 
he identified. However, he points out 
the essence of the significance of the 
reform movement: “ Chadwick’s 
‘sanitary idea,’ his deeprooted conviction 
that health was affected for better or 
worse by the state of the physical and 
social environment.” That particular 
chapter, “Industrialism and the Sani- 
tary Movement” is a brilliant piece of 
historical writing and probably the most 
informative and definitive chapter in the 
book. The detail and precision with 
which the historical factors are re- 
counted and analyzed as to their impact 
and function is superb. 

Side by side, a history of medicine, 
of technology, of mathematics, of phi- 
losophy move into place to demonstrate 
the influence on and motivation of pub- 
the growing 


lic health, particularly 
awareness of this new concept: preven- 
tion. 

Other great developments are illumi- 
nated as well, humane treatment of the 
insane, epidemic control, international 


health organization. And the law of un- 
equal development that pervades politi- 
cal history is seen to have its parallel in 
public health. The last half of the last 
chapter, “Bacteriological Era and After- 
math,” with its concise picture of the 
evolution of medical care legislation in 
Europe and America and the contro- 
versies resulting is fascinating. The 
book ends up presenting key problems 
that face us today, public health devel- 
opments to come: food, population and 
the poisoned air we breathe. 

There is a wonderful bibliography, an 
excellent index, and other charming 
addenda: a “Who’s Who” of memorable 
figures in the history of public health, 
a list of public health schools in the 
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world, public health periodicals in all 
languages, and national and _ interna- 
tional public health societies. 

This book is designed for use and 
should become the shabby dog-eared 
companion of every public health worker 
and student it deserves to be. 

Georce A, SILVER 


FIT TO TEACH—YEARBOOK ON TEACHER 
HEALTH—Washington, D. C.: American As- 
sociation for Health, Education, and Physical 
Education and Recreation (1201 16th St., 
N.W.), 1957. 249 pp. Price, $3.50. 

This 1957 Yearbook of the American 
Association for Health, Education, and 
Physical Education and Recreation is a 
revised and modern edition of the classic 
reference originally prepared by the De- 
partment of Classroom Teachers of the 
National Education Association two dec- 
ades ago. 

The present version should be of in- 
terest and enlightenment to at least three 
major groups: (1) teachers will find 
this publication a valuable source in 
helping them to recognize the health 
problems which they may encounter in 
their chosen profession; (2) the board 
of education which employs the teacher 
and the school administrator will note 
clearly stated their responsibility for 
promoting and maintaining an environ- 
ment conducive to learning and teach- 
ing and for striving to improve the or- 
ganizational and administrative aspects 
of the program; and finally, (3) the 
community members should single out 
this volume for reading to obtain a clear 
and concise definition of the role and 
obligation which they must assume in 
reference to the health of the teacher. 

Emphasis is given throughout the 
publication that the sincere efforts and 
acceptance of responsibilities by all 
three—teacher, administration, and com- 
munity—are essentially interdependent, 
just as the various aspects of the teach- 
er’s health—mental, physical, emotional, 
and social—cannot be separated or dele- 
gated to any one particular group. 


Attesting to the fact that the book 
represents a cooperative venture is an 
impressive list of contributors and con- 
sultants in addition to the Yearbook 
Commission with Fred V. Hein, Ph.D., 
as editor, and the National Education 
Association Interprofessional Committee 
which participated extensively in its 
preparation. Thus, the contributions 
reflect many kinds of professional talent. 

An outstanding feature of this Year- 
book is a listing of 278 up-to-date refer- 
ences selected from a wide range of 
books, reports, and periodicals. The 
reader can be assured that whatever 
subject is not treated in detail in this 
publication has been elaborated upon 
in one or more of the specific readings 
on the comprehensive bibliography. 

Evena M. Siiepcevicu 


MEDICAL RECORD OF BABY AND CHILD 
CARE—By Benjamin Spock. New York: 
Duell, Sloan and Pearce (270 Madison Ave.), 
1958. Unpaged. Price, $1.25. 


The idea behind this little booklet is 


a good one from three points of view: 
continuity of health supervision and 
medical care, offering the doctor a pic- 
ture of the family’s understanding on 
which to base his teaching, and a tool 
in health education to parents and chil- 


dren. One might question the cost of 
the booklet, which might be a deterring 
factor in many family budgets, when 
compared to “Baby and Child Care” in 
the 35-cent edition which put it within 
reach of everybody. 

Ruta G. Cumines 


PRINCIPLES OF EPIDEMIOLOGY—By lan 
Taylor and John Knowelden. Boston, Mass.: 
Little, Brown (34 Beacon St.), 1957. 300 
pp. Price, $9.00. 


This little volume is welcome if for 
no other reason than that it is the first 
text on epidemiology in English since 
1931. It has its own individual merit, 
particularly the sections on special sur- 
veys and the consideration of time and 


place relationships of community dis- 
ease. The book is by two well known 
British epidemiologists. The senior 
author is in operational public health 
work; the junior author in academic 
education in public health. 

The aim is a definition of epidemiolo- 
gic principles with no attempt to describe 
the epidemiology of individual diseases. 
Examples are used liberally, however, 
in illustration of basic behavior of mass 
disease. The extent to which broad in- 
terest in epidemiologic practice has 
shifted from infectious to noninfectious 
disease is recognized in the preface, but 
has minor consideration in the text. The 
book is mainly concerned with the com- 
municable diseases. The first fifth deals 
with statistical method and principle, ma- 
terial ordinarily considered in America 
as within the province of biostatistics. 
The statistical viewpoint runs through 
the text, in contrast to the biologic ap- 
proach more usual in this country. Ex- 
amples are almost wholly from British 
practice and reference is primarily to 
British work. American sources have 
good attention, but other countries al- 
most none. Indeed, the international 
aspects of epidemiology, the comparison 
of disease behavior in tropics and arctic, 
and within varying social structures are 
largely missing. 

Few divergencies are noted between 
American and British opinion as to what 
constitutes principle. Direct droplet in- 
fection, however, is classed as a type of 
air-borne infection, although subse- 
quently stated not to be true air-borne 
infection but a variety of contact infec- 
tion, the usual American interpretation. 
The matter is more than academic, for 
the interpretation determines whether 
control is to be directed along engineer- 
ing or public health lines. 

The book will prove useful to many 
public health workers, perhaps more to 
the health officer than any other. The 
statistical start and lack of clinical em- 
phasis will discourage many medical 
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students. The graduate student will 
profit from the simple formulation of 
principles, although much of the ma- 
terial is below graduate levels of in- 
struction; the concern is more with de- 
scriptive epidemiology than with the 
epidemiologic method as a means to 
research. The provincial limitation and 
the restriction to infective processess 
will disappoint some readers, but few 
will fail to profit. | Joun E. Gorpon 


PREVENTIVE MEDICINE FOR THE DOCTOR 
IN HIS COMMUNITY: AN EPIDEMIOLO- 
GIC APPROACH—By Hugh Rodman Lea- 
vell and E. Gurney Clark (2nd ed.). New 
York: McGraw-Hill, Blakiston Division (330 
West 42nd St.), 1958. 689 pp. Price, 
$10.00. 

In the second edition of this text the 
same general approach has been main- 
tained. Epidemiology and the several 
levels of prevention comprise the com- 
mon underlying theme and, by their use, 
account for a greater consistency of text 
than might be expected from the two 
principal authors and 19 contributors. 

The main changes in the second edi- 
tion have been the use of a new title, 
the addition of a chapter on the natural 
history and prevention of oral disease, 
a more orderly sequence of chapters, 
slight expansion in length, greater use 
of illustrations, and the updating of 
the context and bibliographies of the 
respective chapters. There are very few 
changes among the authors or in the 
method of approach to their subjects. 
The senior authors are responsible for 
somewhat less than half of the text. 

The character and quality of the book 
derive from the distinction of its several 
authors, its focus on epidemiology in a 
broad sense, and the organization of 
subject content within each chapter on 
a concept of five levels of prevention. 
The latter approach has as one effect 
the view of seeming to suggest that pre- 
ventive medicine is co-extensive with the 
breadth of medicine and public health. 
The more broadly preventive medicine 
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is conceived the more difficult to repre- 
sent this in a text and to be selective 
among the substantive knowledge avail- 
able. The authors deal with this prob- 
lem through an emphasis on principles 
which requires some sacrifice of factual 
content to that of concepts. On the 
other hand, the approach does permit 
systematic coverage, a framework of 
understanding into which new factual 
knowledge can be added, and, of im- 
portance to practitioners, recognition of 
the existence of multiple causes of a dis- 
ease and, potentially, the multiple op- 
portunities for service in the name of 
prevention. Duncan W. CLarK 


FINANCING HEALTH COSTS FOR THE 
AGED—Report on the New York State Con- 
ference convened by the governor at the 
State Capitol in Albany, December, 1956. 
Albany, N. Y.: Office of the Special Assistant, 
Problems of the Aging (Room 147, State 
Capitol), 1957. 242 pp. Price, $2.00. 


This report describes the organization 
and meeting of a conference intended to 
clarify the pressing social and political 
enigma of the health cost problems of 
aging persons. It includes the testi- 
monies of a number of individuals in- 
vited to document the problem and to 
suggest possible solutions. 

The opinions of these experts with 
varying experience and attitudes toward 
the place of government in the health 
field are reported. Also, a list of sug- 
gestions for action by the conference 
is reproduced, and these run the gamut 
of voluntary and governmental actions 
to increase the flow of money for the 
purchase of health services for the aged. 

The most frequently recurring sug- 
gestions from the variety of sources 
available to the conference staff are re- 
ported as follows: 

1. Make it possible for the aged to carry 
voluntary health insurance by prorating in- 
creased payments back to the earlier and more 
productive years. 

2. Promote industrial health plans that pro- 
vide for continuing benefits after retirement. 


3. Make state grants or subsidies to exist- 
ing prepayment plans. 


4. Include health benefits under OASI. 


Incorporated in the volume are re- 
ports of the conference discussion groups 
and recommendations of a State Inter- 
Departmental Health Resources Board 
to the governor for action after assess- 
ing the recommendations of the con- 
ference. 

The report presents an impressive 
challenge to the energy and ingenuity of 
voluntary agencies and government in 
meeting the health needs of the aged, 
a group generally with higher-than- 
average needs and lower-than-average 
financial resources. It demonstrates a 
conscientious effort to gather together 
all available data on the problem. 

There was relatively small success re- 
ported on agreement for solutions. One 
gap in the information available to the 
conference was authoritative data on 
attitudes of the aged in measurement of 
their own problems and toward various 
solutions. GeorcE BucBEE 


TUBERCULOSIS: EVERY PHYSICIAN'S 
PROBLEM—By J. Arthur Myers. Springfield, 
IIL.: Thomas (301-327 East Lawrence Ave.), 
1957. 290 pp. Price, $7.50. 


Distilled from his vast experience and 
a lifetime career of intense activity in 
the field of tuberculosis, Dr. Myers has 
written a volume especially for practic- 
ing physicians, but suitable as a basic 


reference for all public health workers.. 


Beginning with a broadly stroked his- 
torical sketch, the text goes on to de- 
scribe the common clinical forms of the 
disease with special attention to patho- 
genesis. Dr. Myers’ well known ad- 
vocacy of the widest possible use of the 
tuberculin test runs through the text 
like a bright thread through a complex 
pattern. 

For readers in the field of public 
health the third section entitled “Control 
to Eradication” will be the most absorb- 
ing. Basic to Dr. Myers’ design of 


total control is to tuberculin test the 
entire population, take annual x-rays 
of the positives, and annually to retest 
the negatives. A chapter entitled “Ana- 
chronisms” lists many false beliefs: that 
tuberculosis is ubiquitious, or inherited, 
that primary tuberculosis is more serious 
in adults than in children, ete. “Cur- 
rently, a large volume of time and 
energy of tuberculosis workers, includ- 
ing professional groups, as well as huge 
sums of money, are being devoted to 
anachronisms.” Various control ap- 
proaches to the disease are then dis- 
cussed: case finding, isolation, treatment, 
bovine tuberculosis control; there is 
persistent emphasis on the need of iden- 
tifying all positive tuberculin reactors 
and their periodic examination for clini- 
cal tuberculosis. Vaccines are given 
short shrift. 

Among successful control programs 
the work of Dr. Leo Schneider and of 
Dr. Tobias Gedde-Dahl is singled out; 
a good review is given of the work with 
medical students and nurses at the Uni- 
versity of Minnesota. 

Concluding with an essay on the role 
of the practicing physician, Dr. Myers 
calls for leaders in the far from won 
war against the red bacillus. “There is 
no short-cut to the eradication goal . . . 
we must pursue the tubercle bacillus to 
its last member.” Epwarp KupKa 


PUBLIC HEALTH INSPECTOR'S HAND- 
BOOK—By Henry H. Clay with the assist- 
ance of R. Williams (9th ed.). London, 
England: H. K. Lewis (P.O. Box 66, 136 
Gower St.), 1957. 614 pp. Price, £2.0.0 
net. 

This edition by Henry H. Clay has 
had its title changed from “Sanitary?” 
to “Public Health Inspector’s Hand- 
book.” The change, which was pro- 
moted by the designations in the new 
laws and regulations of Great Britain, 
seems to have as much impact in the 
British Commonwealth as did the des- 
ignation “Sanitarian” in the United 
States. The stated aim of the first edi- 
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tion, published in 1933, was to provide 
a handbook which could meet the needs 
of students preparing themselves for ex- 
amination given by the Royal Sanitary 
Institute and the Sanitary Inspectors’ 
Examination Joint Board. This new 
edition is also designed as a solid and 
comprehensive basis for such study 
and a vade-mecum for those concerned 
with public health administration. 

The 32 chapters in this volume provide 
an encyclopedic review of British laws 
and regulations relating to aspects of 
environmental health. For example, a 
chapter is devoted to the laws and regu- 
lations embodied in the Public Health 
Act of 1936 concerned with canal boats. 
As implied by the title of the book the 
subject matter is treated in a manner 
conducive to stepwise following of pro- 
cedures presumed acceptable in the 
field. The authors devote a considerable 
amount of attention to the various as- 
pects of the hygiene of housing. The 
discussion of housing ranges from in- 
spection of premises through a detailed 
discussion of the “Procedure Under the 
Housing Acts” beginning with the Hous- 
ing Act of 1936 to the Slum Clearance 
(Compensation) Act of 1956 bringing 
up to date the legal and procedural as- 
pects of housing in Great Britain. It 
is stated that the chapters on food, food 
premises, atmospheric pollution as well 
as housing have been rewritten. 

As in the previous editions the hand- 
book is amply illustrated and the illus- 
trations are of very good quality. 

Students of environmental health, both 
professional and lay, will find interest 
in this handbook. This is especially 
true if comparisons are to be made be- 
tween American and British laws and 
regulations and modus operandi. It is 
noteworthy, for example, that an under- 
rim jet drinking fountain is considered 
acceptable in Great Britain since “sur- 
plus water falls directly on to the out- 
let.” 

Those interested in the problems re- 
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lating to the education and regulation 
requirements for sanitarians will find 
value in the chapters on appointment, 
designations, duties and training and 
qualifications of public health inspectors. 
Maurice A. SHAPIRO 


THE PRACTICE OF INDUSTRIAL MEDICINE 
—By T. A. Lloyd Davies (2nd ed.). Boston, 
Mass.: Little, Brown (34 Beacon St.), 1957. 
282 pp. Price, $5.50. 


A compact volume covering the field 
of industrial medicine for the uninitiate 
has an important place on the public 
health bookshelf. This small book, in 
spite of certain limitations, may well 
fill that place until a more perfect one 
is written. Although relying heavily on 
British experience, the problems pre- 
sented and the practices necessitated by 
them have application in any country 
and at the same time provide a fairly 
complete survey of the subject. 

The author, formerly an industrial 
physician for a British drug concern and 
now a professor of social medicine and 
public health in Singapore, defines in- 
dustrial medicine as medical practice 
directed at problems arising out of the 
relationships between the worker and 
his work. Work includes any occupa- 
tional activity not necessarily industrial 
in nature. The functions of the doctor 
in industry and his team in the mainte- 
nance of a healthful environment and 
the selection and supervision of the 
working force are a starting point for 
a discussion of hazards encountered in 
work and their control. 

On the premise that all workers are 
exposed to them, the importance of gen- 
eral environmental conditions, which in- 
clude social as well as physical factors, 
are stressed in contrast to specific haz- 
ards which affect a more limited group. 
However, chapters on “Industrial Dis- 
ease” and the “Hazards of Coal Mining” 
provide an introduction to some specific 
exposures. A more judicious allotment 
of space and tighter organization could 
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possibly have been achieved to give 
added emphasis to a few of today’s more 
pressing problems such as noise control, 
automation, and industrial pollution of 
air and water. The relationship of in- 
dustry to community is accorded recog- 
nition in the chapter on “Social Func- 
tions of Industry” with a special section 
of its own. Other sections such as those 
on youth, the aged, disabled workers, 
rehabilitation and unemployment, al- 
though not so labeled, offer additional 
insights into this relationship. 

Running like a thread throughout the 
book is the author’s philosophy that the 
provision of healthful working condi- 
tions is management’s obligation and 
that the ill-effects of working conditions 
are preventable. Recommendations for 
specific prevention are given in the ap- 
propriate sections. Of particular interest 
to public health workers is the impor- 
tance accorded statutory regulations in 
preventive programs. That the regula- 
tions and the official agencies described 
are British may detract from the value 
of these discussions for American read- 
ers, but does not invalidate them. Aside 
from the fact that many parts of this 
country have comparable legislation, 
these descriptions of British practice 
provide a picture of the part that legal 
requirements and official agencies can 
play in the promotion of occupational 
health and, where applicable, may fur- 
nish a guide to practices that can be 
adopted voluntarily where no legal regu- 
lations exist. Beatrice Mintz 


THE HUMAN SUM. HOW MANY SHOULD 
WE BE?—Edited by C. H. Rolph. New 
York: Macmillan (60 Fifth Ave.), 1957. 224 
pp. Price, $3.75. 


The Family Planning Association of 
England has done well to collect so dis- 
tinguished an array of authors to con- 
tribute to its little volume. Julian Hux- 
ley starts with a splendid article on the 
world’s population today, and the vice- 
chancellor of Liverpool University fol- 


lows boldly with the story of family 
planning in England. The editor con- 
tributes a sprightly chapter on the law 
and there are eight others, not all of 
equal breadth and momentum, but with 
little repetition; the contributors have 
the experience to say something valid, 
and all with easy pens. The obstacle 
of sullen inertia of which Mr. Blishen, 
the schoolmaster, complains is not likely 
to loom as such in North America, but 
be superseded by more energetic and 
perhaps grievously mischievous prob- 
lems. 

The theme of the book is the sloth 
with which man’s mind everywhere 
marches, and the problem is that of 
human existence in its better form only 
a few decades ahead. Hence, this is an 
excellent book for everyone and not least 
the physicians, clergy, social workers, 
gentlemen learned in the law, and legis- 
lators who sometimes mistake the small 
for the great, but have here a funda- 
mental field for their best endeavors in 
the short time which our quickening 
pace will leave to their discretion. 

Henry WILKINSON 


ZINSSER BACTERIOLOGY—By David T. 
Smith, Norman F. Conant, et al. (IIth ed.). 
New York: Appleton-Century-Crofts (35 W. 
32nd St.), 1957. 953 pp. Price, $12.00. 


An interval of five years has elapsed 
since the previous edition of this popu- 
lar text was published, during which, as 
the authors point out, almost twice as 
many significant publications have ap- 
peared in the field of microbiology as 
in any preceding five-year period. As 
a result every chapter has been either 
rewritten or completely revised. Much 
new material has been introduced, espe- 
cially in the areas of bacterial physiol- 
ogy, immunology and virology, and a 
new chapter has been added on the blood 
groups and immunohematology. 

Sections of the text are devoted to 
the general biology and physiology of 
bacteria, immunology, the pathogenic 
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bacteria, spirochetes, the pleuropneu- 
monia group, Rickettsiae, small viruses, 
and medical mycology, with a final short 
chapter on technical methods. Emphasis 
is maintained, as in previous editions, 
on the application of basic bacteriology 
and immunology to the study of disease. 
Clinical aspects, including the effect of 
the newer drugs and antibiotics on each 
infection, are considered as well as the 
significance of each disease to the pub- 
lic health. 

The format of the present edition is 
greatly improved over that of preceding 
editions. On a slightly larger page, the 
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text is run in two columns with bold face 
type emphasizing important statements, 
and an occasional matter of minor im- 
portance is printed in small type. Illus- 
trations are many and excellent, the 
bibliographies at the end of each chapter 
extensive, and the index, set in three 
columns, is sufficiently detailed to be 
useful. 

This is one of the few texts which 
should be in everyday use in all public 
health and medical laboratories because 
of its comprehensive coverage of pres- 
ent-day bacteriologic knowledge. 

Epmunp K. 


Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


AporTion IN THE Unitep States. Edited by 
Mary Steichen Calderone. New York: 
Hoeber, 1958. 224 pp. Price, $5.50. 

Curent, Tue. Papers by Jean 
V. Sapir, et al. Reprinted from Social Case- 
work. New York: Family Service Associa- 
tion of America, 1957. 31 pp. Price, 75 
cents, 

Bone AND Rapiostrontium. Arne Engstrom; 
Rolf Bjornerstedt; et al. New York: Wiley, 
1958. 139 pp. Price, $8.75. 

Enzymo.ocy. Edited by Gustav J. 
Martin. Boston, Mass.: Little, Brown, 1958. 
241 pp. Price, $6.00. 

ComPARATIVE CLINICAL AND Brotocicat Er- 
FECTS OF ALKYLATING AcENTs. Annals of 
the New York Academy of Sciences, Vol. 
68, Art. 3. New York: The Academy, 1958. 
pp. 657-1266. 

COMMUNITY OF THE FuTURE AND THE FUTURE 
or Community. Arthur E. Morgan. Yellow 
Springs, Ohio: Community Service, Inc., 
1957. 166 pp. Price, $3.00. 

DreTaryY PREVENTION AND TREATMENT OF 
Heart Disease. John W. Gofman, et al. 
New York: Putnam's, 1958. 256 pp. Price, 
$3.95. 

Famity-Centerep Maternity Nursinc. Ernes- 
tine Wiedenbach. New York: Putnam’s, 
1958. 345 pp. Price, $5.50. 
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Financia, Aspects oF HeattH INSURANCE. 
Malcolm G. Taylor. Toronto, Canada: 
Canadian Tax Foundation, 1957. 102 pp. 
Price, $2.00. 

First Ten Years OF THE Wortp Heattu Or- 
GANIZATION, THe. New York: Columbia 
University Press, 1958. 538 pp. Price, 
$5.00. 

Home Conprtions. A Sociomedical Study of 
1066 Hospitalized Patients with Skin and 
Venereal Diseases. Esbern Lomholt. Copen- 
hagen, Denmark: Rosenkilde and Bagger, 
1958. 100 pp. Price, Dan.kr. 14.00. 

HOMEMAKER Service. Papers by Philip M. 
Margolis, et al. Reprinted from Social Case- 
work. New York: Family Service Associa- 
tion of America, 1957. 40 pp. Price, $.85. 

How to Be a Nurstnc Ame In a Nursine 
Home. Dorothy Reese and Marguerite 
Burgess. Washington, D. C.: American 
Nursing Home Association, 1958. 195 pp. 
Price, $2.50. 

INpusTRIAL MepICcINE IN WESTERN PENNSYL- 
VANIA 1850-1950. T. Lyle Hazlett and Wil- 
liam W. Hummel. Pittsburgh, Pa.: Univer- 
sity of Pittsburgh Press, 1958. 301 pp. 
Price, $6.00. 

Marrtace Counsevinc: A Casesoox. Emily 
H. Mudd, et al. New York: Association 
Press, 1958. 488 pp. Price, $6.50. 


Meat Hyciene. A. R. Miller (2nd ed.). 
Philadelphia, Pa.: Lea & Febiger, 1958. 
557 pp. Price, $8.50. 

Mepicat AND Brovocicat Firm Liprary Cata- 
Locue. Montreal, Canada: Information and 
Promotion Division, National Film Board of 
Canada, 1958. 190 pp. 

Mopern Prescription Drucs. A report of 
their impact on the family budget. New 
York: Citizens’ Committee for Children of 
New York City, 1958. 46 pp. Price, $1.00. 

New Frontiers 1n Cuitp Guipance. Edited 
by Aaron H. Esman. New York: Interna- 
tional Universities Press, 1958. 218 pp. 
Price, $4.00. 

Patients Are Peorte. Minna Field (2nd 
ed.). New York: Columbia University 
Press, 1958. 280 pp. Price, $4.50. 

PoputaTion: AN INTERNATIONAL DiILeEMMA. 
Summary of the Proceedings of the Con- 
ference Committee on Population Problems 
1956-1957 by Frederick Osborn. New York: 
Population Council, 1958. 97 pp. Price, 
$2.00. 

PRESERVATION OF YOUTH-Essays ON HEALTH— 
Moses Ben Maimon (Maimonides). Trans- 
lated from the Original Arabic (Fi Tadbir 
As—Sihha) with an introduction by Hirsch 
L. Gordon. New York: Philosophical Li- 
brary, 1958. 92 pp. Price, $2.75. 

Prosptems InTercuLTURAL HeattH Pro- 


crams. George M. Foster. New York: 
Social Science Research Council, 1958. 49 
pp. Price, 50 cents. 

REHABILITATION OF THE CARDIOVASCULAR Pa- 
TIENT. Paul Dudley White, et al. New 
York: McGraw-Hill, 1958. 176 pp. Price, 
$7.00. 
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A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 


WITH ANNOTATIONS 


Raymond S. Patterson, Ph.D., F.A.P.H.A. 


Solemn Reminders—During the 
16-year period preceding mid-1956, 
the numbers of old people (65 and 
over) increased from nine to approxi- 
mately 14.4 million. (By 1970 the fig- 
ure will be 19.5.) The ratio of elders to 
the total population increased from 6.8 
to 8.6 per cent during the same years. 
Vermont led all the states in 1956 with 
11.3 per cent of the total, but in 10 
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other states the ratio was 10 per cent 
or more. The growing disparity in total 
numbers of older women as compared 
to older men continues, and will con- 
tinue, to increase until, in 1970, there 
will be 2.8 million more women than 
men elders. 


Anon. More Elders in the Population. 
Statist. Bull. Metrop. Life Insur. Co., 39, 3:4 
(Mar.), 1958. 
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Department of Quiet Fun—Humor 
has little or no place in this straight- 
faced guide for the roving (public 
health) mind; however, your attention is 
called to a dissertation on crepitating 
breakfast foods—just another high spot 
in a great plateau of delightfully humor- 
ous “roving commentaries by peripatetic 
correspondents” that have long made 
the (Br.) Lancet a joy. Hunt out this 
item and you, too, may become a regu- 
lar, and avid, reader of these commen- 
taries. 

Anon. In England Now. 
(Feb, 22), 1958. 


Lancet 7017:427 


Anent Swimming in Drinking 
Water—As health people, we may quite 
properly be dragged into discussions 
about recreational use of municipal 
water supplies. Adopted AWWA reso- 
lutions stating the association policy 
should therefore be known to us. In 
general, the association is opposed to 
legislation permitting such recreational 
use, but there are some exceptions 


(mostly in the use of distantly stored 


water already polluted). 
Anon. Recreational Use of Domestic Water 


Supply Reservoirs. J. Am. Water Works A. 
50, 5:579 (May), 1958. 


Protection Indicators—Immunity 
persisted for three years after primary 
vaccination against poliomyelitis. The 
degree of immunity, and extent of loss 
of protection, seemed to duplicate closely 
the findings of others concerning the 
immunity in patients convalescent from 
the disease itself. 

Brown, G. C., et al. Duration of Seroimmu- 
nity After Poliomyelitis Vaccination. J.A.M.A. 
166, 16:1960 (Apr. 19), 1958. 


The San Mateo Plan—Concluding 
their report on this ambitious commu- 
nity project to prevent and treat dis- 
ordered behavior in recidivist families, 
the authors warn that the San Mateo 
plan was designed to meet the existing 
and particular situation in that progres- 
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sive county, and as a consequence that 
it does not presume to be adaptable in 
detail to any other community. How- 
ever, a reading of the report will suggest 
that the principles they have put so well 
to work there will have wider applica- 
bility. Recommended reading. 

Buewt, B., et al. Reorganizing to Prevent 
and Control Disordered Behavior. Ment. Hyg. 
42, 2:155 (Apr.), 1958. 


Health Educational Job—In pur- 
suance to the British Ministry of Health’s 
acceptance of the Medical Research 
Council’s findings about the causal rela- 
tionship between smoking and cancer, 
a clear statement of facts and factors 
involved is offered as a help in planning 
an educational attack as a part of the 
national campaign. This proposal of the 
medical director of the Central Council 
for Health Education may stimulate 
some second thinking by administrators 
and their health educators over here. 


Burton, J. Notes on Smoking and Lung 
Cancer. Health Ed. J. 16, 1:7 (Mar.), 1958. 


What Patients Ask For—HIP ex- 
perience was studied (longitudinally) 
by a research committee and here it be- 
gins its three-part report on economic 
and administrative problems related to 
providing medical care, as well as the 
kinds of services the enrollees utilize. 
Part 1 deals with enrollment and extent 
to which various kinds of people stay 
in the plan. Part 2 will tell about serv- 
ices sought by enrollees, and Part 3 will 
measure prevalence and incidence of 
various diagnoses. 

Densen, P. M., et al. Longitudinal Analyses 
of Four Years of Experience of a Prepaid 


Comprehensive Medical Care Plan. Milbank 
Mem. Fund Quart. 37, 1:5 (Jan.), 1958. 


Historical Gem—Those with even 
a trace of historical interest will be 
hugely entertained by the historical 
sketch of sanitary conditions prevail- 
ing in England in the 17th and 18th 
centuries, as seen through the eyes of 
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the courts leet-—which were the sanitary 
watchdogs of those days. 

Dorson, L. Courts Leet as Public Health 
Bodies. M. Officer 99, 17:235 (Apr. 25), 1958. 


Harmless Fluoride—Necropsies 
were done on 904 persons who had lived 
in a Colorado community having a pub- 
lic water supply with a natural 2.5 ppm 
fluorine level. Pathologic findings re- 
vealed no significant anatomic differ- 
ence that could be related to prolonged 
residence in this environment—a finding 
that will in wise lessen the violent opin- 
ions of the dedicated antifluoridationists! 

Geever, E. F., et al. Pathologic Studies in 
Man After Prolonged Ingestion of Fluoride in 
Drinking Water. J. Am. Dent. A. 56, 4:499 
(Apr.), 1958. 


Hardy Perennials—lIt seems that 
the venereal diseases are not dying out 
in England either—though the authori- 
ties there tend to assume that they are. 
“The combination of thriving diseases 
and the disappearance of those whose 
special study they are has obvious dan- 
gers for the public health.” This is the 
way the author sums up the problem, a 
summation that may well be shouted on 
this side of the water, too. 


Kinc, A. These Dying Diseases. Lancet 
7002 :651 (Mar. 29), 1958. 


Market Poultry—Houston (Tex.) 
is thought to be the only city that has 
adopted a compulsory market poultry 
inspection system based upon PHS rec- 
ommendations. (And this is a recently 
undertaken project.) The health officer 
concludes from his experience that 
psittacosis is primarily an industrial 
health problem and that the disease is 
not likely to be eradicated because of 
the variety of domestic and wild birds 
involved. 

Laurentz, F. K. Public Health Significance 
of Psittacosis. Indust. Med. 27, 4:175 (Apr.), 
1958. 


For Old People—A plan for health 


protection clinics for the aging, strate- 


gically placed to draw upon the same 
population areas served by the existing 
child health centers is proposed. It is 
being considered in one locality but is 
awaiting the outcome of a committee 
study of aging need. (It is likely that 
the committee will have studied the 
paper annotated in the second item 
below.) 

MacLeop, K. I. E. Well Oldster Health 
Conferences. Nursing Outlook 6, 4:206 
(Apr.), 1958. 


School (Mental) Health—Dis- 
cussed here are the considerable virtues 
of a psychiatric service as an integral 
part of the school system—a plan in 
operation in Cleveland. In a child’s 
ordinary development some obstacles to 
personality growth seem inevitable, and 
prompt professional help in solving the 
worst maladjustments is vital. (This is 
a Cleveland meeting paper and is fol- 
lowed by two more on related subjects. ) 


Markey, O. B. Intramural Psychiatry in 
Public Schools. J. School Health 28, 5:143 
(May), 1958. 


What Old People Want—These 
few excerpts should tell you whether 
you will want to look up this paper. 
“Geriatric clinics have long been advo- 
cated... .” “I have been such an advo- 
cate. . . .” “Few, however, have been 
established, and some of them have been 
abandoned.” “Are geriatric clinics de- 
sired by the medical profession and by 
patients?” “I think one must conclude 
that they are not.” A broader facility 
for all sorts of help for older people is 
reported upon. 

Monroe, R. T. The Mechanisms of the 
Geriatric Clinic and its Place in the Commu- 
nity. New England J. Med. 258, 18:882 (May 
1), 1958. 


First-Aider, Note Well—lIt is sug- 
gested here that back-pressure, arm-lift 
artificial respiration is __ ineffective. 
Mouth-to-mouth or mouth-to-airway 
methods should be generally adopted. A 
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new device to make this a more accepta- 
ble procedure (for the first-aider) is pro- 
posed and described. The ambulance 
personnel in Baltimore and the doctors 
in the city hospitals are using this de- 
vice now. 

Sarar, P. A Comparison of the Mouth-to- 
Mouth and Mouth-to-Airway Methods of Arti- 
ficial Respiration with the Chest-Pressure Arm 
Lift Method. New England J. Med. 258, 14: 
672 (Apr. 3), 1958. 


“Was This Really Necessary ?”— 
For ten years a revealing sickness survey 
was carried on (in Great Britain) until 
the question above was asked by the 
higher authorities. The answer that 
came back and the agreement of the 
survey's administrators with the deci- 
sion from on high are both of moment 
to us—who usually stop our programs 
only when the money runs out. The 
survey, by good fortune, covers the time 


before, and after, the inauguration of 
the National Health Service. The rates 
of medical consultation are analyzed by 
regions and the differences are illuminat- 
ing. 

Taytor, S. The Survey of Sickness 1943- 
1952. Lancet 7019:521 (Mar. 8), 1958. 


Human Relations—If Part 2 lives 
up to the promise of Part 1, this paper 
on interviewing (for nurses) will have 
meaning for all of us who deal inti- 
mately with human beings in the course 
of our daily jobs. In passing, the author 
comments, “a little anthropology is a 
dangerous thing.” Then she concludes, 
“While interviewing requires certain 
identifiable skills and techniques, there 
is no magic in it.” 


Wo rr, I. S. Interviewing in Public Health 


Nursing. Nursing Outlook 6, 5:267 (May), 


1958. 
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NEWS FROM THE FIELD 


WHO News 


IIth World Health Assembly in the 
United States 

The 11th World Health Assembly 
opened in Minneapolis on May 28, the 
first meeting of WHO's governing body 
in the United States. Dr. Sabih Hassan 
Al-Wahbi presided over the opening ses- 
sions, at the second of which Surgeon 
General Leroy E. Burney succeeded Dr. 
Al-Wahbi as president. Other officers 
elected included three vice-presidents, 
Dr. J. Anouti, director general of Leba- 
non’s Ministry of Health; Dr. A. Sauter, 
director of public health of Switzerland; 
and Dr. Tran Vy, health minister of Viet 
Nam. Also elected were Professor N. N. 
Pesonen, director general of Finland’s 
State Medical Board as chairman of the 
Committee on Program and Budget, and 
S. Khanachet, member of the Saudi 
Arabian Legation in Bonn as chairman 
of the Committee on Administration, 
Finance, and Legal Matters. Delegates 
of Chile, Ecuador, France, Ghana, India, 
Japan, Mexico, the United Kingdom, 
and the USSR were elected to the Gen- 
eral Committee which includes also the 
president, the vice-presidents, and the 
chairmen of the two main committees. 

The Assembly was attended by about 
350 delegates representing nearly all of 
the 88 member states of WHO. In his 
address of welcome President Al-Wahbi 
especially welcomed delegations from 
new members, the Federation of Malaya 
and the United Arab Republic, and from 
Czechoslovakia, which resumed active 
status as a member for the first time 
since 1950. 


Leon Bernard Prize to Dr. Parran 


On May 30, the World Health Assem- 
bly, meeting in Minneapolis, awarded its 
Leon Bernard Foundation prize to 
Thomas Parran, M.D., former Surgeon 
General of the Public Health Service. 


In presenting the award, newly elected 
President Leroy E. Burney, M.D., re- 
viewed Dr. Parran’s outstanding contri- 
butions to public health services in the 
United States, particularly in expanding 
venereal disease, tuberculosis, and can- 
cer control programs, in providing as- 
sistance to states for public health 
programs, and in establishing large-scale 
grants for hospital construction. He 
cited also Dr. Parran’s preparatory work 
in establishing WHO as well as his role 
in the first World Health Assembly. 

In his acceptance address, Dr. Parran 
surveyed the tasks ahead for WHO. 
“Each new break-through of a discovery 
in the health sciences and each shift 
in living patterns will produce additional 
tasks for WHO and for national health 
services.” Dr. Parran proposed that 
member states, in addition to their regu- 
lar contributions to WHO, use 2 per 
cent of their annual appropriations for 
military purposes as extra contribution 
to the Expanded Program of Technical 
Assistance, in which WHO should have 
a substantial share. “With such funds, 
malaria eradication would be speeded 
up; smallpox, tuberculosis, syphilis and 
yaws would be next to go. . . . Then 
WHO could turn its energies more fully 
to improved nutrition, to promoting 
physical and mental vigor, to expanding 
scientific health knowledge, and to the 
most difficult task of all, the improved 
harmony of human relations.” 

The Bernard Prize was originally 
established in honor of Professor Ber- 
nard of France, who was a member of 
the Health Committee of the League 
of Nations, in recognition of outstand- 
ing achievements in the field of social 
medicine. Earlier recipients were Profes- 
sor Rene Sand of Belgium, Professor 
C.-E. A. Winslow of the United States, 
Dr. Johannes Frandsen of Denmark, 
Professor Jacques Parisot of France, 
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Professor Andrija Stampar of Yugo- 
slavia, and Professor Marcin Kacprzak 
of Poland. 


Commemorating the |0th Anniversary 


The 10th Anniversary of WHO was 
celebrated in Minneapolis on May 26 
and 27, preceding the 11th World Health 
Assembly. Presiding at the opening 
evening session, attended by some 3,000 
persons and addressed by delegates from 
43 countries, was Dr. Sabih Hassan AI- 
Wahbi, president of WHO and former 
Iranian Minister of Health. Mayor P. 
K. Peterson of Minneapolis greeted the 
delegates. Governor Orville L. Free- 
man took note of the coincidence of 
WHO's 10th anniversary and Minne- 
sota’s 100th. 

The message of secretary general of 
the United Nations, Dag Hammarskjold, 
brought by Philippe de Seynes, under- 
secretary for economic and social affairs, 
stressed progress made in_ nutrition 


jointly by WHO and FAO, in maternal 
and child health by UNICEF and WHO, 


and in fundamental education by 
UNESCO and WHO. The president of 
the assembly reviewed the many con- 
tributions of the United States to world 
health, such as the war against yellow 
fever, the more recent pioneer work in 
polio immunization, and the training of 
public health personnel. He paid tribute 
to the U. S. Public Health Service for 
the good will with which it has made 
its staff available to WHO. 

At later sessions Brock Chisholm, 
M.D., first director general of WHO, 
and two former presidents of the World 
Health Assembly, Dr. Karl Evang of 
Norway and Dr. Joseph Togba of Li- 
beria, were among the speakers. Presi- 
dent Eisenhower was represented by Dr. 
Milton Eisenhower, president of Johns 
Hopkins University, who announced that 
the United States government was pre- 
pared to contribute in the neighborhood 
of $300,000 to a world attack on major 
illnesses such as cancer and heart dis- 
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ease. At these sessions also the ministers 
of health of many of the member nations 
of WHO reviewed health progress in 
their own countries. In Korea, for ex- 
ample, smallpox cases dropped from 
43,000 cases in 1951 to seven in 1957; 
in South Africa 8 per cent of its national 
budget is now devoted to preventive and 
curative medicine; in Iraq WHO has 
served as “an impulse and catalyst” in 
many such projects as bejel and venereal 
disease control, tuberculosis control, and 
malaria eradication. At this session, 
Dr. Candau, director general, reviewed 
the 10 years of WHO. The growth of 
its budget from five to 14 million dol- 
lars he cited “as a tangible proof of 
the growing confidence that all nations 
have in the organization.” He also re- 
ported progress in solving the shortage 
of trained public health personnel, which 
he called perhaps the greatest obstacle to 
raising health standards throughout the 
world. Sir Arcot Mudaliar, vice-chan- 
cellor of Madras University, India, and 
one time chairman of the WHO Execu- 
tive Board, prophesied that the idea of 
world citizenship might spring from 
WHO which has had “more contact with 
common men throughout the world to- 
day” than any other organization. 


WHO Story to Selected Reporters 
Preceding the 10th World Health As- 


sembly in Minneapolis beginning May 
28, M. G. Candau, M.D., general direc- 
tor of WHO, passed through New York 
City. At the invitation of the Overseas 
Press Club he addressed its monthly 
luncheon meeting on May 15. In his 
talk he outlined some of the basic facts 
about WHO and its operations. He 
stressed particularly its world-wide and 
democratic organization—88 member 
nations each with a single vote. By 
comparing WHO's most recent budget 
of thirteen and a half million dollars 
with nearly twice that of New York 
City’s health budget, Dr. Candau was 
able to dramatize WHO's function as 
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“stimulating vast public health under- 
takings” rather than financing them. 
WHO should be thought of as a “cataly- 
tic agent,” helping “to strengthen the 
national health services so that they can 
stand on their own feet.” 

Dr. Candau indicated that WHO's 
greatest single accomplishment in the 
first ten years has been in getting gov- 
ernments and health administrations to 
work together in common health prob- 
lems whose solutions demand close co- 
operation. There has also come about 
a vitally important change in public 
health philosophy and outlook. Only 
a few years ago eradication of certain 
communicable diseases was a Utopian 
dream; today it is a guiding principle 
accompanied by practical steps toward 
that goal. 

Preceding the World Health Assembly 
in Minneapolis, WHO held a two-day 
meeting, May 26 and 27, celebrating its 
tenth anniversary. 


Findings of National Health Survey 


A series of reports on the findings of 
the National Health Survey are now in 
distribution by the Public Health Serv- 
ice. The first two appeared in April 
and May. They deal with the volume 
respectively of physician visits and den- 
tal care during the third quarter of 1957. 

On the basis of a sampling—of ap- 
proximately 9,000 households compris- 
ing 28,500 persons—it is estimated that 
people in the United States visit their 
physicians about five times a_ year, 
varying from less than three per year 
for rural farm people, about four and 
a half for nonfarm rural, and slightly 
over five for urban. About two-thirds 
of visits are for diagnosis and treatment 
services and only about one-third for 
preventive care and service. 

On the basis of the same sampling, 
it is estimated that only about 36 per 
cent of the population visited a dentist 
within the year, and that 42 per cent 


had not visited one for three years or 
more. About 41 per cent of visits in- 
volved fillings, about 20 per cent, ex- 
tractions. Persons in urban areas visit 
a dentist more frequently than those in 
rural areas, and women more frequently 
than men. There is further indication 
that 13 per cent of the population have 
lost all their teeth. 

“Preliminary Report on Volume of 
Physician Visits, United States, July— 
September, 1957,” PHS Publication No. 
584-Bl. “Preliminary Report on Vol- 
ume of Dental Care, United States, 
July-September, 1957,” PHS Publica- 
tion No. 584-B2. Gov. Ptg. Office, 
Washington, D. C.; 25 cents each. 


Border Public Health Society Meets 


More than 300 delegates attended the 
16th annual meeting of the United 
States—Mexico Border Public Health 
Association in El Paso, Tex., and Juarez, 
Mexico, April 7-11. Each of the four 
American and six Mexican border states 
were represented by members of their 
state and local health services. 

An entire day was devoted to a semi- 
nar on diarrheal diseases, with an open- 
ing statement by Manuel E. Pesqueira, 
M.D., undersecretary of health and wel- 
fare, Mexico. This was followed by 
group discussions and the preparation 
of a joint report that will be distributed 
to the members of the Association. 

In one plenary session, David E. Price, 
chief, Bureau of State Services, Public 
Health Service, pointed out the advan- 
tages for programs of health protection 
and promotion of cooperation among 
various health agencies, both national 
and international. At another plenary 
session, Malcolm H. Merrill, M.D., Cali- 
fornia state health officer and retiring 
president of the Association gave a talk 
on his recent visit as member of a pub- 
lic health mission to Russia which he 
illustrated with colored slides. 

The Sanitation, Nursing, Veterinary 
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Public Health, Maternal and Child 

Health, Venereal Disease, and Tubercu- 

losis Sections each held two or more 

meetings. Simultaneous interpretation 

services were provided throughout the 

sessions with the cooperation of the Pan 

American Sanitary Bureau. 
Newly elected officers are: 

President—Ing. Alberto Ortiz Irigoyen, secre- 
tary, Ministry of Hydraulic Resources, 
Mexico 

President-Elect—Henry A. Holle, M.D., Texas 
commissioner of health 

Vice-Presidents—Dr. Eduardo Takasita Eli- 
zondo, chief, Department of Health and 
Welfare of the state of Tamaulipas; Vincent 
V. Larson, Arizona State Department of 
Health 

Secretary—Dr. Jorge Roman, chief, PASB/ 
WHO Field Office, El Paso (reelected) 


The 1959 meeting will be held March 
30-April 3, in Brownsville, Tex., and 
Matamoros, Tamaulipas. 


1960 Conference, Children, Youth 


In preparation for the 1960 White 
House Conference on Children and 
Youth, Marion B. Folsom, secretary of 
health, education, and welfare, has in- 
vited each of the state governors to ap- 
point state committees to participate in 
planning for the conference. These 


committees would prepare for a national. 


and state-by-state stocktaking on prob- 
lems of children and youth and would 
serve as liaison between the states and 
a national over-all advisory committee 
still to be appointed. 


Health Careers Commission 


The Health Careers Commission, re- 
cently established by the National Health 
Council, celebrated National Medical 
Education Week with its first public 
meeting. At a luncheon in New York 
City, Howard A. Rusk, M.D., chairman, 
Department of Physical Medicine and 
Rehabilitation, New York University- 
Bellevue Medical Center, speaking on 
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“Health Manpower, an Essential Invest- 
ment,” indicated a shortage of trained 
personnel in practically all of the more 
than 150 health occupations. The meet- 
ing was chaired by Commission Chair- 
man Leonard A. Scheele, M.D., former 
Surgeon General of the Public Health 
Service. 

This meeting was also the occasion 
for presentation of a citation to Basil 
O’Connor, president of the National 
Foundation for Infantile Paralysis. In‘ 
presenting the award for his organiza- 
tion, Joseph P. Anderson, executive di- 
rector of the National Association of 
Social Workers, cited the National Foun- 
dation’s “pioneering leadership in the 
field of professional education and for 
its aid in the creation of a trained corps 
of medical social workers.” 


Columbia to Study Health Plans 


Because the Associated Hospital Serv- 
ice of New York has petitioned the 
state’s legislature for permission to in- 
crease by 40 per cent the premiums paid 
by members, a study is under way of the 
19 Blue Cross, Blue Shield and dental 
expense indemnity plans in the state. 
The study will be made by the Columbia 
University School of Public Health and 
Administrative Medicine under the di- 
rection of its executive officer, Ray E. 
Trussell, M.D. Out of the study it is 
hoped to establish guidelines for fair 
rates. 

The services of the Columbia faculty 
are being provided without charge but 
the cost services of other experts and the 
staff of the study is being met by the 
19 nonprofit plans. 


Health Programs in Small Plants 


“Small Plant Health and Medical Pro- 
grams,” published in 1952, by the Pub- 
lic Health Service, has been reissued. 
The publication contains useful infor- 
mation for employers who wish to estab- 


lish inplant health programs and for 
labor, professional, and other groups 
with a special interest in employee 
health. 

PHS Publication No. 215, Occupa- 
tional Health Program, Public Health 
Service, Washington 25, D. C. 


Air Pollution Control in 4th Year 


Back in 1954, Governor Knight of 
California asked the State Health De- 
partment to investigate air pollution in 
the state and its health effects. Within 
six months an initial detailed report, 
“Clean Air for California,” including an 
impressive bibliography, was made to 
the Governor and widely published. 
Shortly thereafter in 1955 an Air Sani- 
tation Bureau was established in the 
State Health Department. Since then 
two further printed reports, one for 
1955, one for 1956 have appeared. 

The 1956 report found two facts stand- 
ing out from all the background of new 
information: the problem is spreading 
and progress is being made in fact-find- 
ing and control. 

By September, 1957, the Air Sani- 
tation Bureau issued the Clean Air 
Quarterly as “a regular system of com- 
munications (for information that is of 
state-wide interest) between the air pol- 
lution control districts, the universities 
and the research agencies, and the un- 
official organizations concerned with air 
pollution.” This is a mimeographed 
document of some 18 to 24 pages. 

The third issue of this quarterly, the 
first of 1958, is the annual report issue. 
It reports some smog improvement in 
the areas chiefly affected but the areas 
affected appear to have widened. A 
plant damage survey was established in 
the state by the state’s Agricultural Ex- 
tension Service. A nine-member advi- 
sory committee to the air sanitation 
program was appointed “to provide the 
department with an independent and 
outside viewpoint on air pollution in- 


cluding concepts and contents of its 
program, its role in the state-wide air 
pollution problems, and important de- 
velopments in the field.” Also to be 
noted is the fact that this fourth annual 
report, as a part of the Quarterly, is a 
far less costly production than the earlier 
ones, 

John A. Maga is chief of the Bureau 
of Air Sanitation. Serving with him 
on the editorial board of the Quarterly 
are the chief of the Air Sanitation Labo- 
ratory, Harold L. Helwig; chief of the 
Bureau of Chronic Diseases, Lester Bres- 
low, M.D.; and a health education con- 
sultant of the department, Yolande Lyon. 


Medicine and City Planning 


Various aspects of the urban environ- 
ment have long concerned public health. 
Nowhere in the pertinent literature, how- 
ever, have the relations of health and 
urban environment been integrated and 
presented in a truly comprehensive 
manner. This task has now been ac- 
complished in a massive two-volume 
work, “Medizin and Stadtebau,” recently 
published in Germany. There is no 
doubt that this encyclopedic work, edited 
by Dr. Paul Vogler and Professor Erich 
Kiihn, is a landmark in the study of 
urban living. The two volumes are pub- 
lished by Urban and Schwarzenberg, 
Munich, Germany. An extended review 
of the work will appear in an early issue 
of the Journal. 


Nutrition Training Fellowship 


The National Vitamin Foundation in- 
vites individuals with doctorate degrees 
in medicine or one of the biological sci- 
ences, who wish to continue their train- 
ing in the science of nutrition, to become 
candidates for a Foundation-Russell M. 
Wilder Fellowship. This postdoctorate 
fellowship was created by the Founda- 
tion to honor Dr. Russell M. Wilder of 
the Emeritus Staff of the Mayo Clinic 
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for his more than forty years of devoted 
service and significant contributions to 
medicine and public health and particu- 
larly for his leadership in advancing 
our knowledge of diseases of metabolism 
and nutrition. 

The three-year fellowship which be- 
comes effective July or September, 1959, 
pays the recipient $4,500 the first year, 
$5,000 the second, and $5,500 the third 
year. The candidate selects the institu- 
tion in which he plans to work. His 
application must include statements from 
the executive officer and the head of 
the department under whom the candi- 
date will work, indicating that he will 
be permitted and encouraged to carry 
on his work. He must also outline a 
program of study approved by his pre- 
ceptor and give reasonable assurance 
that he will complete his fellowship and 
continue to work in the field of metabo- 
lism and nutrition following the fellow- 
ship period. 

A Scientific Advisory 
chooses the successful candidate. 


Committee 
Com- 


pleted application forms must reach the 
Foundation not later than September 1, 
1958, and applicants are notified not 
later than January 1, 1959. Application 
forms and further information from the 
National Vitamin Foundation, 149 East 
78th St., New York 21, N. Y. 


NTA Wins WBC Paul Revere Award 


The 1957 Paul Revere Award of the 
Westinghouse Broadcasting Company 
has been made to the National Tubercu- 
losis Association and its 2,750 local 
affiliates. The award was made in recog- 
nition of a consistent, effective, and 
imaginative use of radio and television 
with specific local emphasis to alert the 
American public to the ever-present 
menace of tuberculosis. The presenta- 
tion was the concluding feature of the 
WBC-sponsored Baltimore Conference 
on Local Public Service Programming, 


held March 5-8 at Johns Hopkins Uni- 
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versity. The NTA was especially com- 
mended for the artistic and effective 
showmanship embodied in its educa- 
tional film, “Are You Positive?” and 
for the competence and diligence in its 
promotion of the film for wide showing 
in local areas. 

A Paul Revere Awards Citation was 
presented to the American Foundation 
for the Blind for its effective use of 
local radio and television to “help those 
handicapped by blindness to achieve the 
fullest possible development and utiliza- 
tion of their capacities and their maxi- 
mum integration into the social, cultural, 
and economic life of the community and 
to create a more realistic attitude toward 
blindness among the sighted.” 


PERSONALS 


C. Eart Avsrecut, M.D.,* former acting di- 
rector, Ohio Department of Mental Hygiene 
and Correction, has been named deputy 
secretary of health of Pennsylvania, succeed- 
ing Cuartes L. Wirpar, Jr., M.D.,* named 
secretary. 

Tuomas H. Atpnin, M.D., former director, 
Washington office, AMA, has resigned to 
become associate medical director, Equitable 
Life Assurance Society of the U. S., New 
York City. 

Ernest C. ANDERSON,* former assistant chief, 
Radiological Health Program, Division of 
Sanitary Engineering Services, in now chief, 
Special Projects Branch, Division of Radio- 
logical Health, Public Health Service. 

Witrreo Bioomserc, M.D., former associate 
director for mental health, Southern Re- 
gional Education Board, is now commis- 
sioner of mental health for Connecticut. 

Frances CALVERT, a volunteer worker for many 
years, has been appointed executive director, 
Travis County (Tex.) Tuberculosis Associa- 
tion. 

Cuartes M. Carpenter, M.D.,* professor of 
infectious diseases and chairman of the de- 
partment, University of California School of 
Medicine, Los Angeles, has been awarded a 
six-week fellowship from the Del Amo Foun- 
dation for studying brucellosis and leprosy 
at the Universities of Madrid, Barcelona, 
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and Cordoba, in Spain, where he will also 

give lectures on brucellosis. 

Donato R. CuHapwick, M.D., former liaison 
officer for radiation, Office of the Surgeon 
General, is now chief, Program Operations 
Branch, Radiological Health Program, Pub- 
lic Health Service. 

Wituram S. Crarkx, M.D., former project di- 
rector for teaching total rehabilitation, 
Western Reserve University Medical School, 
is now director of patient care, National 
Foundation for Infantile Paralysis, to super- 
vise a nation-wide rehabilitation program for 
those suffering the aftereffects of polio. 

Sir Atten Dacey,* Honorary Fellow, presi- 
dent, United Kingdom Committee for WHO, 
and former medical officer of health of the 
London County Council, has received the 
honorary degree LL.D. from Liverpool Uni- 
versity. 

AnTorNeTTE Dimer, former executive secre- 
tary, Saratoga County (N.Y.) Tuberculosis 
and Health Association, is now executive 
secretary, Norwalk (Conn.) Heart Associa- 
tion, and part-time field representative, Con- 
necticut Heart Association. 

Lyman C. Duryea, M.D., M.P.H.,* has suc- 
ceeded O. E. Puckett, M.D., retired, as 
health officer, District 6, New Mexico, in- 
cluding Chavez, Eddy, and Lea Counties 
with headquarters in Carlsbad. 

Sruart L. Epmonps, field service consultant, 
Michigan Association for Better Hearing, 
has been named 1958 winner of the Ameri- 
can Hearing Society’s Kenfield Memorial 
Scholarship, an award made annually to a 
prospective teacher of lip-reading. Mr. 
Edmonds will study “Methodologies for 
Teaching Speech Reading” at Northwestern 
University. 

Victor M. Ex ers,* director, Division of Sani- 
tary Engineering, Texas State Health Depart- 
ment, and Louis F. Warrick,* chief, Tech- 
nical Services, Water Supply and Water 
Pollution Control Branch, Public Health 
Service, have been elected honorary members 
of the American Water Works Association. 

Juuta L. Frerrac, M.D., senior public health 
physician, Bureau of Epidemiology and Com- 
municable Disease Control, New York State 
Health Department, has been promoted to 
associate public health physician (epidemi- 
ology). 

Leon J. Grintzic, Pu.D.,¢ formerly with the 
Veterans Administration Hospitals in several 
states, is now assistant professor, graduate 
program in hospital administration, State 
University of Towa. 
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Cartos Luts Gonzaez, M.D., Dr.P.H.,* who 
recently resigned as assistant director, Pan 
American Sanitary Bureau, to take elective 
office as senator, State of Tachira, Venezuela, 
was asked to become minister of health by 
the same revolutionary government that dis- 
solved the congress to which he was elected. 

Cuartes R. former assistant profes- 
sor of hospital and medical administration, 
University of Pittsburgh Graduate School of 
Public Health, has been appointed associate 
director, Johns Hopkins Hospital, Baltimore, 
Md., succeeding Lap F. Grapsk1,* resigned 
to become director, University of Maryland 
Hospital. 

Harry E. Hanptey, M.D.,* former public 
health associate, Commonwealth Fund, is 
now deputy director, West Virginia Depart- 
ment of Health. 

Arcus D. Hess, Pu.D.,* director, Logan, Utah 
Field Station Section, Public Health Service 
Communicable Disease Center, has been 
named president-elect, American Mosquito 
Control Association, with responsibility for 
planning the 1959 annual meeting program 
to be held in Salt Lake City, April 13-15. 

Ints Jerre, formerly on the Greater Anchorage 
Health District staff, Alaska Department of 
Health, has resigned to join the Indian 
Health Service, Bureau of Indian Affairs, 
at Keams Canyon, Ariz. 

Marie F. Kirwan,* executive secretary, Yon- 
kers Tuberculosis and Health Association, 
after 20 years of service has retired and has 
been succeeded by Loutse G. CAMPBELL,* 
a one-time associate of the Health Education 
Division of the National Tuberculosis As- 
sociation. 

Wituram Kraus, M.D.,¢ former assistant di- 
rector, Division of Tuberculosis Control, and 
director of its hospitals, is now director, 
Division of Chronic Diseases, Pennsylvania 
State Department of Health. 

J. Raymonp Lanepon, M.D., former psychia- 
trist, Morningside Hospital, Portland, Ore., 
is director, Mental Hygiene Unit, Mental 
Health Section, Alaska Department of 
Health. 

Nicnotas J. Lavnikevicu,t former executive 
secretary, Northwest Chapter, Connecticut 
Heart Association, has been appointed pro- 
gram director, Connecticut Heart Associa- 
tion, Hartford. He has been succeeded in 
Torrington by Deertnc, R.N., who 
recently completed a traineeship program 
through the American Heart Association. 

James LieperMan, D.V.M.,* assistant to the 

chief, Training Branch, Public Health Serv- 

ice Communicable Disease Center, Atlanta, 

Ga., in mid-April was detailed to the Pan 

American Sanitary Bureau for several weeks 
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to serve as consultant in the development of 
a seminar on teaching public health in 
schools of veterinary medicine, planned in 
conjunction with the 1959 annual meeting 
of the American Veterinary Medical As- 
sociation in Kansas City. 

Matamup, M.D., chairman, Division 
of Psychiatry, Boston University School of 
Medicine, psychiatrist-in-chief, Massachu- 
setts Memorial Hospitals, and _president- 
elect, American Psychiatric Association, will 
become director of research, National As- 
sociation for Mental Health on September 1. 

Hitpecarpe McCoy is the new bacteriologist- 
serologist, Division of Laboratories, Wyom- 
ing State Health Department. 

Sam Morcu,t public health educator, Wil- 
liamsburg-Greenpoint District Health Center, 
New York City Department of Health, is on 
a two-year leave assigned to the Interna- 
tional Cooperation Administration as village- 
agricultural and _ industrial development 
training adviser, Dacca, East Pakistan. 

EuizasetH Mumm™,t former health educator, 
Quadri-County Health Department, at Gol- 
conda, IIl., is now with the Health Education 
Division, Alaska Department of Health. 

Murray R. Natuan,} former director, Office 
of Planning and Procedures, New York State 
Department of Health, has become admin- 
istrative director of the State Department 
of Law. 

Acnes Nourneerc, former membership con- 
sultant, National League for Nursing, has 
resigned to become public relations and 
membership consultant, California State 
Nurses Association. 

Jess Osterweit, former research consultant, 
National Travelers Aid Association, has been 
appointed an associate, Social Research Di- 
vision, National Tuberculosis Association. 

Greorce O. Pierce, P.E.,.* former chief, En- 
vironmental Sanitation Branch, Pan Ameri- 
can Sanitary Bureau, has been appointed 
assistant chief, Bureau of Food and Public 
Health Engineering, District of Columbia 
Department of Health, Washington, D. C. 

Joser Preiziter, M.D., M.P.H.,+ former assist- 
ant health officer, Long Beach, California, is 
now epidemiologist, Wisconsin State Board 
of Health. 

Carvin A. M.D., former tuberculosis 
specialist, Whipple Veterans Administration 
Center, is now director, Leavenworth City- 
County (Kans.) Health Department, suc- 
ceeding H. S. Biesse, M.D. 
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Jean Pierre Rosseret, Pu.D., has been ap- 
pointed senior biochemist, Biochemistry 
Department, Schering Corporation, pharma- 
ceutical manufacturers. 

Bernarp Saper, Px.D., former director, Coun- 
seling Center, and assistant professor of 
psychology, Northwestern University, has 
been appointed director of psychological 
services, New York State Department of 
Mental Hygiene, succeeding Exaine F. 
Kinper, Pu.D., who will devote full time 
to a follow-up study of brain-operated schiz- 
ophrenic patients at Rockland State Hos- 
pital. 

Epwarp J. Scuowatter, M.D., has been ap- 
pointed to the newly created post of medical 
director, Western Electric Company. 

Lea Scuwarcz, M.S.P.H.,+ formerly on the 
New London (Conn.) Tuberculosis Associa- 
tion staff, is now eye health consultant, Com- 
mission for the Blind, New York State 
Department of Social Welfare, Albany. 

Leste SttverMAN, S.D., former associate pro- 
fessor of industrial hygiene engineering, has 
become professor of engineering in environ- 
mental hygiene, Harvard School of Public 
Health. 

Wiima L. Smytu, former child welfare super- 
visor, Montana State Department of Public 
Welfare, and recently serving an internship 
in medical-social work, Washington Univer- 
sity, St. Louis, has been appointed medical- 
social work consultant, Division of Child 
Health Services, Montana State Board of 
Health. 

Georce W. Sprenn, M.D., has been appointed 
director, Community Psychiatric Clinic, 
Montgomery County, Md., succeeding 
Henry A. Secar, M.D., resigned to enter 
private practice. 

WituraM H. Stewart, M.D.,* former assistant 
to the Surgeon General, has been appointed 
assistant program operations officer, Public 
Health Service. 

James G. Territt, Jr.,* former chief, Radio- 
logical Health Program, Division of Sanitary 
Engineering Services, has been made assist- 
ant chief, Division of Radiological Health, 
Public Health Service. 

Masor Sterano Vivona, MC, M.D., M.P.H.,* 
U. S. Army, former assistant chief, Depart- 
ment of Biostatistics, Walter Reed Army 
Institute of Research, is now chief, Preven- 
tive Medicine Research Branch, Research 
and Development Division, Office of the Sur- 
geon General, Department of the Army. 

Avice M. Wacner,} former assistant executive 
secretary, Montgomery County (Md.) Tu- 
berculosis and Health Association, has been 
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appointed an associate, Program Develop- 
ment Division, National Tuberculosis Asso- 
ciation, to serve as general field consultant. 
Francis J. Weser, M.D., Dr.P.H.,* former 
medical director, Denver Regional Office, 
Public Health Service, has been named chief 
of the newly established Division of Radio- 
logical Health, Public Health Service. 
Ecmer P. assistant director of, 
Monsanto Chemical Company, St. Louis, 
Mo., has been named president-elect, Ameri- 
can Industrial Hygiene Association. 
Bricapier GeneraL M. S. Wuitre (MC), 
USAF, director of medical staffing and edu- 
cation for the Surgeon General, is the new 
president of the Aero Medical Association. 
Artuur H. Wo rr, D.V.M., former assistant 
chief, Radiological Health Training Center, 
Cincinnati, is chief, Training Branch, Radio- 
logical Health Program, Public Health 
Service. 


DEATHS 


Lewis O. BerNHAcEN,} director of sanitation, 
City Health Department, and chemist- 
bacteriologist, Beaumont City Health De- 
partment, Beaumont, Tex. (Food and Nu- 
trition Section). 

Joun K. Hoskins, former Assistant Surgeon 
General and Chief of the Sanitary Engineer- 
ing Division, Public Health Service, on May 
16. 

Herman C. Menxet, M.D.,+ medical secretary, 
Oregon Conference of Seventh-Day Adven- 
tists, on June 30, 1957 (Unaffiliated). 

Daviw B. Peck, M.D.,+ president, Bowman 
Dairy Company, Chicago, Ill. (Food and Nu- 
trition Section). 

Severo P. Senen, M.D., M.P.H.,+ regional 
health officer, Laoag, Ilocos Norte, Philippine 
Islands (Health Officers Section) . 


CONFERENCES AND DATES 


American Public Health Association, 86th 
Annual Meeting. St. Louis, Mo. Head- 
quarters: Kiel Auditorium, October 
27-31. 


* Fellow. 
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State and Regional Public Health Meet- 
ings: 


Minnesota Public Health Association. St. 
Paul Hotel, St. Paul. September 18-19. 

Nebraska Public Health Association. 
Castle Hotel, Omaha. September 25 
26. 

Pennsylvania Public Health Association. 
University Park, Pa. August 17-21. 


Meetings of Other Organizations Coming 
in July, August, and September: 


American Hospital Association. Chicago, 
Ill. August 18-21. 

American Veterinary Medical Association. 
Philadelphia, Pa. August 18-21. 

International Association for the Preven- 
tion of Blindness. Brussels, Belgium. 
September 8-12. 

International Cancer Congress (Seventh). 
London, England. July 6-12. 

International Congress on Diseases of the 
Chest. Tokyo, Japan. September 7-11. 

International Congress on Home Eco- 
nomics (Ninth). University of Mary- 
land, College Park, Md. July 28 
August 2. 

International Conference on the Peaceful 
Uses of Atomic Energy (Second). 
Geneva, Switzerland. September 1-13. 

International Congress of Photofluorog- 
raphy. Stockholm, Sweden. August 
20-23. 

International Congress of Psychotherapy. 
Barcelona, Spain. September. 

International Congress of Tropical Medi- 
cine and Malaria. Lisbon, Portugal. 
September 5-13. 

National Association for the Prevention 
of Tuberculosis, Commonwealth Chest 
Conference. Royal Festive Hall, Lon- 
don, England. July 1-4. 

National Conference on Public Health 
Training. Washington, D. C. July 
28-30. 

National Recreation Association. Atlantic 
City, N. J. September 22-26. 

United States Conference on Mayors. 
Roosevelt Hotel, New Orleans, La. 
September 11-13. 

World Federation of Occupational Thera- 
pists. International Congress. Co- 
penhagen, Denmark. August 11-16. 

World Federation of UN Associations. 
Brussels, Belgium. September. 
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The American Public Health Association acknowledges with deep appreciation its indebtedness 
to these Sustaining Members whose annual dues help support its general program 


Amalgamated Laundry Workers Health Center, Inc., New York, N. Y. 

Amalgamated Meat Cutters and Butcher Workmen of North America, 
Chicago, 

American Bottlers of Carbonated Beverages, Washington, D. C. 

American Can Company, New York, N. Y. 

American Federation of Labor and Congress of Industrial Organizations, 
Washington, D. C. 

Association for the Aid of Crippled Children, New York, N. Y. 

Beth Israel Hospital, Boston, Mass. 

Borden Company, New York, N. Y. 

Chicago Office, Theatre, and Amusement Building Janitors’ Union, Local 
25, Chicago, 

Chlorine Institute, Inc., New York, N. Y. 

Department of Nursing, University of Miami, Coral Gables, Fla. 

Difeo Laboratories, Detroit, Mich. 

Diversey Corporation, Chicago, Ill. 

Equitable Life Assurance Society of the United States, New York, N. Y. 

Grand Concourse Medical Group, New York, N. Y. 

Harold Faggen Associates, New York, N. Y. 

Health Insurance Plan of Greater New York, New York, N. Y. 

Hellige, Inc., Garden City, N. Y. 

Hoffmann-LaRoche, Inc., Nutley, N. J. 

International Association of Ice Cream Manufacturers, Washington, D. C. 

International Association of Machinists, Washington, D. C. 

International Equipment Company, Boston, Mass. 

International Union, UAW, Detroit, Mich. 

Jamaica Medical Group, Jamaica, N. Y. 

John Hancock Mutual Life Insurance Company, Boston, Mass. 

Lederle Laboratories Division, American Cyanamid Co., New York, N. Y. 

Licensed Beverage Industries, Inc., New York, N. Y. 

Life Insurance Company of Virginia, Richmond, Va. 

Merck Sharp & Dohme, Research Laboratories, Division of Merck & Co., 
Inc., Rahway, N. J. 

Metropolitan Life Insurance Company, New York, N. Y. 

Montefiore Hospital Medical Group, New York, N. Y. 

National Association of Social Workers, Medical Social Work Section, 
New York, N. Y. 

National Dairy Products Corporation, New York, N. Y. 

New York Hotel Trades Council and Hotel Association Health Center, Inc., 
New York, N. Y. 

Oval Wood Dish Corp., Tupper Lake, N. Y. 

Owens-Illinois Glass Company, Libbey Glass Division, Toledo, Ohio 

The Proctor & Gamble Company, Cincinnati, Ohio 

Prudential Insurance Company of America, Newark, N. J. 

Rip Van Winkle Clinic, Hudson, N. Y. 

Ross Laboratories, Columbus, Ohio 

Ross-Loos Medical Group, Los Angeles, Calif. 

Sealright Company, Inc., Fulton, N. Y. 

Martin E. Segal & Company, Inc., New York, N. Y. 

Sidney Hillman Health Center, New York, N. Y. 

Sodiphene Company, Kansas City, Mo. 

E. R. Squibb and Sons, New York, N. Y. 

Steiner Sales Company, Chicago, Ill. 

Sun Life Insurance Company, Baltimore, Md. 

Union Central Life Insurance Company, Cincinnati, Ohio 

Upjohn Company, Kalamazoo, Mich. 

Winthrop Laboratories, Inc., New York, N. Y. 

Wyeth Laboratories, Inc., Philadelphia, Pa. 
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AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway at 58th Street 


New York 19, N. Y. 


Publications of the APHA 


American Journal of Public Health 
Nation's Health Single copies....... 
APHA Year Book 
An Appraisal Method for Measuring the Qual- 
ity ef Heusing: A Y for Health Off- 
cers, Heusing Officials and Planners: 


A—Director’s Manual. $3.00. Vol. B—Field 
Procedures. $2.00. by C—Office Procedures. 
$2.00. 1946; or three f 
Part Appraisal of Neighborhood 
Basic Principles of Healthful Housing 
Care of Laboratory Animals. 1954. 32 pp. ...+. 
Centrel ef C icabl Di in Man. 
Sth od. 1955. 212 pp. 
Diagnostic Precedures and R Techni 
fer the Laboratory Diagnosis “and Control of 
the © Srd 
Diagnostic Procedures for Virus and Rickettsial 
Diseases. 2nd ed. 1956. 578 pp. ... 
Directory of Public Health Statisticians. 
Special price to members on prepaid orders only.. 
Evaluation Schedule. For use in the study and 
appraisal of community health programs .......... 
General Medical Care Programs in Local Health 
Departments. 196]. 129 pp. 
Guide for the Medical and Public Health Nursing 
Supervision of Tuberculosis Cases and Con- 
tacts. 1958. 96 
Guide to a Community Health Revised 
GE 
Guides te Services for Geadiensed Children: 
1955. 


Paley—108 eee 
Cleft Lip and Cleft coos 


Vision and Eye Probleme—1956. 108 pp. ........ 


Health Practice Indices 1947-1948. A_ collec- 
tion of charts showing the range of accomplish- 
ments in various fields of community health serv- 
ice. 90 pp. ... 

Health Supervision a Young Children. 

Housing an Aging Populatien. . 


Biclogical Materials. 

Nutrition Practices: A Guide for Public 
Administrators. 80 pp. 

Occupational Lead Exposure and Lead Poison- 
ing. 1943. 67 pp. 

Panum on Measles. By P. L. Panum Soa 
tion he the Danish). Delta Omega 
lll 

Orta ples, to for Healthful Rural Heusing. lst ed. 
957 

Preposed Seesing Ordinance. 1963. 24 pp. 

Public E to 4 
= po Health Personnel Needs to Know. 


Shattuck Report, The. Report of the Sanitary Com- 
mission of Massachusetts: 1850. 

Public Health Career Pamphiects. 

Public Health—A Career with a Future. Revised 
edition, 1954 

Selected Papers of Joseph W. Mountin, M.D. 
1956. 356 pp. 

Standard Methods for the Examination of Dairy 
Products. 10th ed., 1953. 345 pp. 

Microbiological Examination of Milk and 
Cream: Chapter 2 only. 
Photographic Sediment 

Standard Methods for the Examination of am 
Sewage and Industrial Wastes. 1955S. 
pp. 

Special price to members of APHA, AWWA, and 
FSIWA on prepaid orders only for a single copy.. 

Standards for Healthful Ho 
Planning the Home for Occupancy. 1950. 90 
Construction and Equipment of the Home. 

78 pp. 

Swimming Pools and Other Public Bathing 
Places. Recommended Practice for Design, Equip- 
ment and Operation of, 10th ed., 195%. © pp... 

35 Year Index of the American Journal of Public 
Health. Years 1911 to 195. 340 pp. 
ram ed. $7.00 


Order from the Book Service — Advance Payment Is Requested 


Reprints from the American Journal of Public Health 


Bacterial Cleanability of Various Types of Eating 
Surfaces. February, 1953. 


Bookshelf on Epidemiology and Evaluation, The 
Medical Officer's. April, 1957. 16 pp. 


Bookshelf on einen and’ Nutrition. April, 1955. 
‘April, 1958. 
12 


Certain Aspects of the Microbiology of Frozen 
Concentrated Orange Juice. June, 1956. 8 pp. .. 


Creative Health and the Principle of Habeas 
Mentum. February, 1956. 12 pp. ........ 


Driver Behavior and Accidents. May, 1957. 8 pp. 
Givers’ Dilemma. Editorial. October, 1954. 4 pp. 


Lemuel Shattuck—Still a Prophet. 
1949. 27 pp. ... 


The Leeal Health Department—Services and Re- 
sponsibilities. An official statement of the Amer- 
jean Public Health Association. March, 1951. 8 pp. 

On the Use of Sampling in the Field of Public 
Health. June, 1954. 24 pp. ‘ 

Poultry Inspection. Official Statement of APHA. 
November, 1957. 12 pp. 

Public Health Problem of Accidental piensa 
August, 1956. 8 pp. 

State Health Department—Services and Seapine 
bilities. February, 1954. 20 pp. 

Suggested Home Accident Prevention Activities 
for Health Departments. May, 1956. 8 pp. .... 

Tax-Supported Health and Welfare Services. 
January, 1957. 8 pp. 

Tax-Supported Medical Care for the Needy. 
tober, 1952. 20 pp. 


Order from the Book Service — Advance Payment Is Requested 
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$1.00 
$7.50 
$6.50 
$1.00 $2.00 
$2.00 
Handicapped Childrem—150 pp. $1.50 
$1.50 $3.75 
a 
le 
¥ 
-25 
10 
.35 
Free 


@EG US Pat OFF 


SIGN OF GOOD TASTE 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway New York 19, N. Y. 


APPLICATION FOR MEMBERSHIP 
(Please type or print) 


MAILING ADDRESS_ 


(street) (city) (zone) (state) 


PRESENT POSITION__ 


(title) (organization) 


BUSINESS ADDRESS_____ 


(street) Se (city) (zone) (state) 


PRIOR EXPERIENCE 


(title) (organization) (city and state) (dates) 


PLACE AND DATE OF BIRTH__ 


EDUCATION (schools, dates, degrees if any) 


PROFESSIONAL SOCIETY MEMBERSHIPS a 


Please complete application on reverse side. 


JULY, 1958 


DRINK 
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Ringworm 


Fungus 


If you are a public Health Official 
and have a problem in the con- 
trol of ringworm of the scalp, 
Nu-Vita Products Co. invites you 
to investigate ANTI-SPOR Safti- 
Clipper Oil, and Microjet—for 
public interest and consumption 
for the use of clipper blades and 
other tools used by Veterinarians, 
Chiropodists, Barbers, or Beauti- 
cians. Tested by leading Health 
Officials and found effective and 
feasible against M. Audoini (ring- 
worm fungus). 


NU-VITA PRODUCTS CO. 
1025 Western Ave. @ Pittsburgh 33, Pa. 


Preserue your JOURNALS 


With a Jesse jones 


Volume File 


Specially designed and produced for 
the American Journal of Public Health, 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturd 
Volume File on your book shelf. Its ric 
red and green Kiver cover looks and 
feels like leather, and the 16-carat gold 
leaf hot-embossed lettering makes it a 
fit companion for your finest. bindings. 


The Volume File is reasonably priced, 
in spite of its costly appearance. It is 
sent postpaid (except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 
more convenient and economical to 
order 3 for $7.00 or 6 for $13.00. Satis- 
faction guaranteed. For prompt ship- 
ment, order direct from the: 


American Public Health Association 
1790 Broadway, New York 19, N. Y. 


(Continued from previous page) 
SECTION AFFILIATION DESIRED (choose only one) 
Health Officers ______ Food and Nutrition 
__Maternal and Child Health 
___Public Health Education 
___Public Health Nursing 
Epidemiology 


_School Health 
_Dental Health 
_Medical Care 
_Mental Health 


__Laboratory 
__Statistics 
___Engineering and Sanitation 


___ Occupational Health 


ENDORSER: The endorser of this application must be a Member or Fellow of the American 
Public Health Association. If you cannot obtain the actual signature, print the name and 
address so that the Administrative Office may procure it for you. 


(signature) a (address) 


3 ; ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
: use of the services maintained by the Association and monthly receipt of the American Journal 


of Public Health. 


The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members joining 
after July 1 will receive the Journal beginning with July; such applicants may pay one year’s 
dues covering the period July through June, or one-and-a-half year’s dues, thus adjusting dues 
to the membership calendar year. 


Dues must be received before applications are reviewed by the Committee on Eligibility. 


A remittance for $ _is enclosed. Send bill to__ 


SIGNATURE_ 
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Directory of 
Health Service 


BLACK & VEATCH 
Consulting Engineers 


Water — Sewage — Electricity — Industry 


Reports, Designs, Supervision of Construction, Investi- 
gations, Valuation and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


Tel 


(Treponema Pallidum Immobilization Test) 


Information on fees, and on collection and sub- 
mission of specimens furnished upon request 


THE DICKMAN LABORATORIES 
1415 W. Erie Ave. Philadelphia 40, Pa. 


ROY B. EVERSON 


Water Treatment Service since 1900 for Swimming 
Pool Circulating Systems. Purification Systems 
as applied to Sewage Treatment and Water 
Works. A New System for Automatic Control. 


215 W. HURON ST. CHICAGO 10, ILL. 


EMERSON VENABLE, P. E. 


Chemist and Chemicai Engineer 
Atmospheric Pollution. 


Industrial Hygiene Chemical Warfare 


6111 Fifth Ave., Pittsburgh 32, Pa. 


PROFESSIONAL EXAMINATION SERVICE 


A Personne! Administration Service in the 
Field of Public Health 


Available to State and agnet Health Departments 
an 
Merit Systems 
Field Consultation 
American Public Health Association, Inc. 
1790 Broadway, New York 19, N. Y. 


Examinations 


JULY, 1958 


FREE! 


TO NURSES 
fi A-200 Pyrinate 


HARMLESS TO PATIENTS 


KILLS head, crab and 
body LICE and their 
eggs ON CONTACT! 


Speedy! Results proven un- 
der the most carefully con- 
trolled clinical tests. A-200 
Pyrinate took only minutes to 
kill both parasites and eggs— 
without any allergic manifes- 
tations. One application does 
the job. 


Easy! Liquid A-200 lathers 
like a shampoo. Washes off 
with warm water. No messy 
salve, no tell-tale odor. 


Safe! Non-poisonous. 


FREE TRIAL! Prove its effective- 
ness on your patients—at our 
expense ! 


FREE from 


cove # 2A 
McKESSON Laboratories 
Fairfield, Connecticut 


Rush me one regular size package 
of A-200 Pyrinate FREE. 


L 


DIRECTORY OF EXHIBITS 
86th Annual Meeting 


St. Louis, Missouri 


Amxkem, Inc., New York, N. Y., Booth 54. 


Atoe Screntiric Division or A. S. Co., 
St. Louis, Mo., Booths 22 and 23. 


American Can Co., New York, N. Y., Booths 
106 and 107. 


Surcicat Propucts Division, American Cy- 
anAMIp Co., Danbury, Conn., Booth 95. 


Screntiric Propucts Division, American Hos- 
pitaL Corp., Evanston, Ill., Booth 
102. 


AmericAN Mepicat Assn., Topay’s Heattu 
Macazine, Chicago, IL, Booth 103. 


American Opticat Co., INstrumMeNtT Drvision, 
Buffalo, N. Y., Booth 98. 


American Tosacco Co., Researcu Lasora- 
tory, Richmond, Va., Booths 65 and 66. 


Association Conventions Exnuisits, New 
York, N. Y., Booth 31. 

Tue Atomic Saretpinc Cope Autuoriry, INc., 
Philadelphia, Pa., Booth 62. 


Battrmore Brovocicat Lasoratory, Inc., 
Division or Becton, Dickinson anv Co., 
Baltimore, Md., Booths 75 and 76. 


Becton, Dickinson anv Co., Rutherford, 
N. J., Booths 75 and 76. 


Bettco Grass Inc., Vineland, N. J., Booth 60. 


Bettone Hearinc Am Co., Aupiometer Dt- 
vision, Chicago, Ill, Booth 104. 

Biaxiston Division, McGraw-Hit Book Co., 
Inc., New York, N. Y., Booth 6. 


Homemakers Propucts Drvision, Geo. A. 
Breon anv Co., New York, N. Y., Booth 12. 


Bristot Lass., Inc., New York, N. Y., Booth 
87. 


Bristot-Myers Propucts Division, Epuca- 
TIONAL Service Dept., New York, N. Y., 
Booth 89. 


Carnation Co., Los Angeles, Calif., Booth 96. 


Case Laporatories, Inc., Chicago, Ill, Booth 
97. 


Kiel Auditorium 


October 27-30, 1958 


Cereat Institute, Inc., Chicago, Ill, Booth 
13. 


Cumean loping Epucationat Bureau, Inc., 
New York, N. Y., Booth 101. 


Tue Coca-Cora Co., Atlanta, Ga., Booth 7. 


Corn Propucts Sates Co., New York, N. Y., 
Booth 67. 


Dirco Lasoratonrties, Detroit, Mich., Booth 78. 


E. I. pu Pont pe Nemours anp Co., Wil- 
mington, Del., Booths 36 and 37. 


Britannica, INnc., Kansas City, 
Mo., Booth 46. 


Everpure, Inc., Chicago, Ill., Booth 86. 


Forster Manuracturinc Co., Inc., Farming- 
ton, Me., Booth 47. 


Gatvanizep Ware MAnuracturers Counci., 
Chicago, Ill., Booth 21. 


Getz Exterminators, Inc., Atlanta, Ga., Booth 
17. 


Hatsey X-Ray Propucts, Inc., Brooklyn, 
N. Y., Booth 51. 


Hartz Mountain Propucts Corr., New York, 
N. Y., Booth 26. 


Heatta Insurance Councit, New York, N. Y., 
Booth 105. 


Hercutes Fitter Corp., Hawthorne, N. J., 
Booth 58. 


Hosart Manuracturine Co., Troy, 0., Booth 
81. 


Joun Hancock Mutua Lire, Insurance Co., 
Boston, Mass., Booth 49. 


Corp., Cettucotton Drv1- 
ston, Neenah, Wis., Booth 59. 


Kimste Grass Co., Toledo O., Booth 16. 


Knapp Miits, Inc., Long Island City, N. Y., 
Booth 61. 


Licensep Beverace Inpvustries, Inc., New 
York, N. Y., Booth 74. 


Tue Lorvic Corp., St. Louis, Mo., Booth 94. 
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DIRECTORY OF EXHIBITS (cont.)} 
86th Annual Meeting 


St. Louis, Missouri 


Tue Macmittan Co., New York, N. Y., Booth 
19. 

Maico Inc., Minneapolis, Minn., 
Booth $1. 


Mepicat Case History Bureau, New York, 
N. Y., Booth 24. 


Mepicat COACHES, 
Booth 57. 


Merck SHarp AND Doug, Division oF MERCK 
ano Co., Inc., Philadelphia Pa., Booth 82. 


Tue C. V. Mossy Co., St. Louis, Mo., Booth 
77. 

NaTIONAL AUTOMATIC MERCHANDISING ASSN., 
Chicago, Ill., Booth 43. 

NationaL Counctt, Chicago, Ill, Booth 
79. 

NationaL Live Stock anp Meat Boarp, 
Chicago, [ll., Booth 35. 

Nucrear-Cuicaco Corp., Chicago, Ill, Booth 
68. 

Nursmatic Corp., Crystal Lake, [l., Booth 64. 


Hermien NussauM Anp Association, Chicago, 
DL, Booth 56. 

Orrice Macuaines, Inc., St. Louis, Mo., Booth 
5. 

Ovat Woop Disn Corp., Tupper Lake, N. Y., 
Booth 90. 

Parke, Davis ano Co., Detroit, Mich., Booth 
ll. 

Farm Inc., Norwalk, Conn., Booth 
8. 

Perst-Cota Co., New York, N. Y., Booths 27 
and 28. 

Pet Mux Co., St. Louis, Mo., Booth 48. 


Prizer Laporatories Division OF CHAS. 
Prizer anv Co., Inc., Brooklyn, N. Y., 
Booths 1, 2, 3, 4, 38, 39, 40, 41 and 42, 


Powers X-Ray Propucts, Inc., Glen Cove, 
N. Y., Booth 14. 


Tue Procter anp Gamste Co., Cincinnati, 
O., Booth 80. 


Inc., Oneonta, N. Y., 


Kiel Auditorium 


October 27-30, 1958 


ProressionaL Tare Co., Inc., Riverside, DL, 
Booth 9. 


Pustic HeattH COMMITTEE OF THE 
Cur anp Container Institute, New York, 
N. Y., Booths 44 and 45. 


Ross Lasoratories, Columbus, O., Booth 55. 


W. B. Saunpers Co., Philadelphia, Pa., Booth 
92. 


Seatricut Co., Inc., Fulton, N. Y., Booths 
99 and 100. 


Tue Seven-Up Co., St. Louis, Mo., Booths 70 
and 71. 


Smitw, Kuine anp Frencu Lass., 
delphia, Pa., Booths 32 and 33. 


Sonotone Corp., Elmsford, N. Y., Booth 73. 


E. R. Squiss & Sons, New York, N. Y., Booth 
20. 


Sterwin Cuemicats, Inc., New York, N. Y., 
Booth 50. 


Swirt Co., Foops Dept., Chicago, 
Ill, Booth 63. 


Tampax, Inc., New York, N. Y., Booth 88. 


Tue Tecunicon Co., Inc., Chauncey, N. Y., 
Booth 15. 


Trrmus Opticat Co., Inc., Petersburg, Va., 
Booth 18. 


U. S. Brewers’ Founpation, Inc., New York, 
N. Y., Booth 10. 


Vesta, Inc., St. Louis., Mo., Booth 53. 


Warinc Propucts Corr., New York, N. Y., 
Booth 93. 


West Cuemicat Propucts, Inc., West Drs- 
INFECTING Division, Long Island City, N. Y., 
Booth 84. 


Wyco INTERNATIONAL, Cleveland, O., Booth 34. 


Lasoratories, Philadelphia, Pa., Booth 
72, 


ZenttH Ravio Corp., Hearing Am Drvision, 
Chicago, Ill, Booth 85. 


Phila- 
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DIRECTORY OF EXHIBITS 
86th Annual Meeting 


St. Louis, Missouri 


Amxem, Inc., New York, N. Y., Booth 54. 


Avoe Scientiric Division or A. S. Co., 
St. Louis, Mo., Booths 22 and 23. 


American Can Co., New York, N. Y., Booths 
106 and 107. 


Surcicat Propucts Division, American Cy- 
aNAMIpD Co., Danbury, Conn., Booth 95. 


Screntiric Propucts Division, American Hos- 
PITAL Suppty Corp., Evanston, IIl., Booth 
102. 


AmericAN Mepicat Assn., Topay’s 
Macazine, Chicago, Ill, Booth 103. 


American Opticat Co., Instrument Drvision, 
Buffalo, N. Y., Booth 98. 


American Topacco Co., Researcu Lasora- 
tory, Richmond, Va., Booths 65 and 66. 


Association Conventions Exuisits, New 
York, N. Y., Booth 31. 


Tue Atomic Suretpinc Cope Autuoriry, INc., 
Philadelphia, Pa., Booth 62. 


Battrmore Brovocicat Lasoratory, INnc., 
Division oF Becton, Dickinson anv Co., 
Baltimore, Md., Booths 75 and 76. 


Becton, Dickinson aNnpd Co., Rutherford, 
N. J., Booths 75 and 76. 


Bettco Grass Inc., Vineland, N. J., Booth 60. 


Bettone Hearinc Am Co., Aupiometer Dt- 
viston, Chicago, Ill, Booth 104. 

Biaxiston Division, McGraw-Hit Book Co., 
Inc., New York, N. Y., Booth 6. 


Homemakers Propucts Division, Geo. A. 
Breon anv Co., New York, N. Y., Booth 12. 


Bristot Lass., Inc., New York, N. Y., Booth 
87. 


Bristot-Myers Propucts Drvision, Epuca- 
TIONAL Service Dept., New York, N. Y., 
Booth 89. 


Carnation Co., Los Angeles, Calif., Booth 96. 


Case Lasoratonries, Inc., Chicago, Ill., Booth 
97. 


Kiel Auditorium 


October 27-30, 1958 


Cereat Institute, Inc., Chicago, Ill, Booth 
13. 


Cumean loping Epucationat Bureau, Inc., 
New York, N. Y., Booth 101. 


Tue Coca-Cotra Co., Atlanta, Ga., Booth 7. 


Corn Propucts Sates Co., New York, N. Y., 
Booth 67. 


Dirco Laporatonries, Detroit, Mich., Booth 78. 


E. I. pu Pont pe Nemours anv Co., Wil- 
mington, Del., Booths 36 and 37. 


Brrrannica, Inc., Kansas City, 
Mo., Booth 46. 


Everrure, Inc., Chicago, Ill., Booth 86. 


Forster Manuracturine Co., Inc., Farming- 
ton, Me., Booth 47. 


Gatvanizep Ware MAnuracturers Counci., 
Chicago, Ill., Booth 21. 


Getz Exterminators, Inc., Atlanta, Ga., Booth 
17. 


Harsey X-Ray Propucts, Inc., Brooklyn, 
N. Y., Booth 51. 


Hartz Mountain Propucts Corr., New York, 
N. Y., Booth 26. 


Hearts Insurance Councit, New York, N. Y., 
Booth 105. 


Hercutes Fitter Corp., Hawthorne, N. J., 
Booth 58. 


Hosart Manuracturine Co., Troy, O., Booth 
81. 


Joun Hancock Lire Insurance Co., 
Boston, Mass., Booth 49. 


Corp., Cettucotron 
ston, Neenah, Wis., Booth 59. 


Kimsie Grass Co., Toledo O., Booth 16. 


Knapp Mitts, Inc., Long Island City, N. Y., 
Booth 61. 


Licensep Beverace Inoustries, Inc., New 
York, N. Y., Booth 74. 


Tue Lorvic Corp., St. Louis, Mo., Booth 94. 
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DIRECTORY OF EXHIBITS (cont.) 
86th Annual Meeting 


St. Louis, Missouri 


Tue Macmittan Co., New York, N. Y., Booth 
19. 

Marco Execrronics Inc., Minneapolis, Minn., 
Booth 91. 


Mepicat Case History Bureau, New York, 
N. Y., Booth 24. 


MepicaL COoOACcuHEs, 
Booth 57. 


Merck Suarp AND Doume, Division OF Merck 
ano Co., Inc., Philadelphia Pa., Booth 82. 

Tue C. V. Mossy Co., St. Louis, Mo., Booth 
77. 

NATIONAL AUTOMATIC MERCHANDISING ASSN., 
Chicago, Ill, Booth 43. 

Nationat Datry Counc, Chicago, Ill, Booth 
79. 

Nationa, Live Stock Meat Boarp, 
Chicago, Ill., Booth 35. 

Nucrear-Cuicaco Corp., Chicago, Ill, Booth 
68. 

Nursmatic Corp., Crystal Lake, [ll., Booth 64. 


Hermien Nussaum Anp Association, Chicago, 
IL, Booth 56. 

Orrice Macarines, Inc., St. Louis, Mo., Booth 
S. 

Ovat Woop Disu Corp., Tupper Lake, N. Y., 
Booth 90. 

Parke, Davis ano Co., Detroit, Mich., Booth 
ll. 

Perrerivce Farm Inc., Norwalk, Conn., Booth 
8. 

Perst-Cota Co., New York, N. Y., Booths 27 
and 28. 


Pet Mux Co., St. Louis, Mo., Booth 48. 


Prizer Lasoratories Division OF CHAS. 
Prizer anv Co., Inc., Brooklyn, N. Y., 
Booths 1, 2, 3, 4, 38, 39, 40, 41 and 42, 


Powers X-Ray Propucts, Inc., Glen Cove, 
N. Y., Booth 14. 


Tue Procter anp Gameie Co., Cincinnati, 
O., Booth 80. 


Inc., Oneonta, N. Y., 


Kiel Auditorium 


October 27-30, 1958 


ProressionaL Tare Co., Inc., Riverside, ILL, 
Booth 9. 


Pustic HeattH COMMITTEE OF THE PAPER 
Cur anp Container Institute, New York, 
N. Y., Booths 44 and 45. 


Ross Laporatories, Columbus, O., Booth 55. 


W. B. Saunpers Co., Philadelphia, Pa., Booth 
92. 


Seatricut Co., Inc., Fulton, N. Y., Booths 
99 and 100. 


Tue Seven-Ur Co., St. Louis, Mo., Booths 70 
and 71. 


Smita, anp Frencu Lass., 
delphia, Pa., Booths 32 and 33. 


Sonotone Corp., Elmsford, N. Y., Booth 73. 


E. R. Squiss & Sons, New York, N. Y., Booth 
20. 


Sterwin Cuemicats, Inc., New York, N. Y., 
Booth 50. 


Swirt Co., Cannep Foops Deprt., Chicago, 
Ill., Booth 63. 


Tampax, Inc., New York, N. Y., Booth 88. 


Tue Tecunicon Co., Inc., Chauncey, N. Y., 
Booth 15. 


Trrmus Opticat Co., Inc., Petersburg, Va., 
Booth 18. 


U. S. Brewers’ Founpation, Inc., New York, 
N. Y., Booth 10. 


Vestat, Inc., St. Louis., Mo., Booth 53. 


Warinc Propucts Corr., New York, N. Y., 
Booth 93. 


West Cuemicat Propucts, Inc., West Drs- 
INFECTING Division, Long Island City, N. Y., 
Booth 84. 


Wyco INTERNATIONAL, Cleveland, O., Booth 34. 


Lasoratories, Philadelphia, Pa., Booth 
72, 


ZenttH Ravio Corr., Hearing Am Drvision, 
Chicago, Ill, Booth 85. 
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fees 


for adults and older children 


With the incidence of diphtheria 
steadily declining, it is no longer 
possible to assume that the vast ma- 
jority of adults are naturally im- 
mune. More and more it is becom- 
ing necessary to rely on artificial 
means. Adults and older children, 
however, often become sensitized to 
diphtheria proteins by primary im- 
munization and repeated contacts 
with the organism. They may re- 
spond to the usual diphtheria immu- 
nizing dosage with severe local or 
systemic reactions. 

Lilly’s new combination of tetanus 
and diphtheria toxoids contains reg- 
ular-strength tetanus toxoid but only 
one-tenth the dose of diphtheria 
toxoid usually employed. This vac- 
cine markedly reduces reactions yet 
provides adequate antibody stimu- 


ELI LILLY AND COMPANY 


Lity 


Ouacity / 


lation for simultaneous immuniza- 
tion against diphtheria and tetanus 
as well. 


practical for mass immunization 


In the immunization of large groups, 
routine Schick and Maloney testing 
for possible hyperreactors becomes 
highly cumbersome. Studies con- 
ducted by the armed forces con- 
firmed that such tests were unneces- 
sary when the vaccine containing 
small amounts of diphtheria toxoid 
was used. 


TETANUS AND DIPHTHERIA 
TOXOIDS COMBINED, ALUM 
PRECIPITATED (For Adult Use) 


Available as V-1085 in 5-dose pack- 
ages. Order through your Lilly repre- 
sentative or your nearby pharmacist. 


INDIANAPOLIS 6, INDIANA, U.S.A. 


850000 
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AN IMPORTANT MONEY-SAVING ANNOUNCEMENT FOR HOSPITALS 


INVOICE 


AMERICAN CYANAMID COMPANY 
SURGICAL PRODUCTS DIVISION VIM? 


PLEASE REMIT TO 


GENERAL HOSPITAL 
HOMETOWN, USA 


PROX. 


The new DIRECT-PURCHASE PLAN inaugurated by the Surgical Products Division, American Cyanamid Com- 
pany, is another important step in our progressive program designed to bring you continually better products 
and service at the lowest possible cost! 

Under the DIRECT-PURCHASE PLAN your hospital can effect important savings and obtain the finest and 
most advanced line of products in their field...including safer, stronger D&G Brand SURGILAR® and 
SURGILOPE SP* plastic-packaged sutures and VIM” Brand Syringes and Needles 


Gans exclusive benefits: 
— Significant discounts are earned on direct quantity orders for all Surgical Products 


Division brodut The average hospital will save thousands of dollars a year! 

V RY—no other manufacturer in our field can match the supply and service network 
of the ates Products Division. Highly trained staffs in 15 branch offices, coast-to-coast. speed your order 
from receipt to ae. —— the fastest service you can get anywhere. 

EFFICIENT YDA CRVICE—our extensive field staff and branch office personnel are constantly 
at your om. por to work closely with Purchasing Departments and other key personnel to provide 
quality products and better service at lower cost. 

Get full details on the ne 10Nn saving DIRECT-PU — PLAN 
today! Contact your Surgical Products Division Repres ve, or write 


"Trademark 


PRODUCERS OF DAVIS @GECK BRAND SUTURES AND VIM BRAND HYPODERMIC SYRINGES ND 
SALES OFFICE DANBURY CONNECTICUT NEEDLES DISTRIBUTED IN CANADA BY CYANAMID OF CANADA LIMITED MONTREAL 16 FO 


JULY, 1958 


DIREG 


Specify 


| DIFCO} ... the only complete line 


of microbiological reagents and media 


Culture Media 
Microbiological Assay Media 
Tissue Culture and Virus Media 
Bacterial Antisera and Antigens 
Diagnostic and Serological Reagents 
Sensitivity Disks Unidisks 
Peptones Hydrolysates Amino Acids 
Enzymes Enrichments Dyes Indicators 
Carbohydrates Biochemicals 


over 60 years’ experience 
in the preparation of Difco products assures 


ECONOMY 


STABILITY 


Complete Stocks Fast Service 24-hour Shipment 


UNIFORMITY 


Difco Manual and other descriptive 
terature available on request 


DiFco LABORATORIES 


DETROIT 1, MICHIGAN 
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